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DARVON COMPOUND 


(dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


lifts the burden of pain 


1 or 2 Pulvules® three or four times daily 
Narcotic prescription not required 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A 
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helps them weather the hay fever season 


BENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 

year pollens from trees, grasses, or weeds cause distressing symptoms 
in allergic patients. You can help your patients to enjoy greater com- 
fort during the hay fever season by prescribing BENADRYL. Its 
potent antihistaminic action rapidly relieves nasal blockage, rhi- 
norrhea, sneezing, itching, and related allergic reactions, while its 
atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms. BENADRYL Hydrochloride (diphenhydra- 
mine hydrochloride, Parke-Davis) is available in a variety of con- 
venient forms including: Kapseals,* 50 mg. each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and Emplets,” 50 mg. each, for delayed action. 
For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,” 
10 mg. per cc.; and Ampoules, 50 mg. per ce. 
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ocular disorders 


DEXAMETHASONE 


treats more patients more effectively 
a new order of magnitude in corticosteroid effectiveness — 
a new order of magnitude in margin of safety - 


recent evaluation of in 
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in cases of tension 


Serpate 


(Reserpine, Vale) 


must be controlled 
..+ provides sedation without hypnosis, a sense 
of relaxed well being and tranquility 


... effects a sustained lowering of 
elevated blood pressure in patients with 
mild, labile or essential hypertension 


Supplied: 0.1 mg. ond 0.25 mg. tablets in bottles of 100, 
500 and 1000, or on prescription at leading 


pharmacies 


RAUWOLFIA 
SERPENTINA 
un cases of hypertension 


Rauval 


(Rauwolfia Serpentina, Vale) 


.. . double assayed to insure optimal therapeutic effect 
tested chemically to insure total alkaloid content 
tested biologically te insure uniform hypotensive action 

... ideal therapy in labile” une moderate hyper- 


tension adjunctive..therapy in severe” 
hypertension 


... achieves gradual lowering of the blood pressure, 
gentle sedation, tranquilization with prolonged 
effect even ofter cessation of therapy 


supplied: 50 mg. and 100 mg. fabtets in bottles of 100 and 
1000, or on prescription at leading pharmacies 


THE VALE CHEMICAL COMPANY, INC. allentown, pa. 
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X-tra value 


there’s no delay the G.E. way 


Dealing with General Electric is like 
owning your own complete warehouse 
of x-ray supplies. You get fast action 
on every order from any of 68 strate- 
gically located factory-operated offices. 

No need for “scatter-buying” from 
several different sources. Get every- 
thing you need by “shopping” the 
complete selection of products listed 
in the G-E X-Ray Supply and Acces- 
sory Catalog. 

For complete details contact your 
G-E X-Ray representative listed below. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


MEDICAL JOURNAL 


x-ray supplies 


EXAMPLE: 


Centinuous cash savings — with G-E 
SUPERMIX® film processing chemicals, 
today’s lowest-priced quality solutions. 
Convenience packaged, too, in tough, 
knock-about plastic containers—developer, 
fixer, refresher and fixer-neutralizer in 
graduated polyethylene bottles that mix a 
gallon. (And so lightweight they’re a joy 
to handle.) 


DIRECT FACTORY BRANCHES 


BALTIMORE 


PHILADELPHIA 


Hunting Pk. Ave. at Ridge ¢ BAldwin 5-7600 
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POTENTIATED 
TETRACYCLINE 


therapy 


COSA 


capsules 
125 mg., 250 mg. 


oral suspension 

orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 

pediatric drops 

orange flavored, 10 cc. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


Science for the world’s well-being 
PFIZER LABORATORIES 


: Rapid and high initial antibiotic blood levels are @ important factor Division, Chas. Pfizer & Co., Inc. 
uneventful recoveries. Glucosamine (oral thee pFevides the fastest, Brooklyn 6, N. Y. 
phest tetracycline levels with oral Bibliography and °T rademark for gi ine-potentiated 
ofe information 
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perphenazine 


INJECTION * SUPPOSITORIES * REPETABS * TABLETS 


leads all phenothiazines in effective . 
antinauseant action 


frees patients from daytime drowsiness 


* avoids hypotension 


¢ proved and published effectiveness in eS 
practically all types of nausea or emesis | 


FOR RAPID CONTROL OF SEVERE VOMITING 


TRILAFON INJECTION 
5 mg. ampul of I cc. 

Relief usually in 10 minutes!...nausea and ) 
vomiting controlled in up to 97% of patients’... 
Virtually no injection pain. 


ALSO NEW TRILAFON SUPPOSITORIES 


4 mg. and 8 mg. 


AND FOR ORAL THERAPY 


TRILAFON REPETABS® TRILAFON TABLETS 


8 mg.—4 mg. in outer layer for prompt effect, 2 mg. and 4 mg. 
4 mg. in inner core for prolonged action 


(1) Ernst, E. M., and Snyder, A. M.: Pennsylvania M. J. 
61:355, 1958. 


(2) Preisig, R., and Landman, M. E.: Am. Pract. & Digest Treat. 
9:740, 1958. 


SCHERING CORPORATION +- BLOOMFIELD, NEW JERSEY 
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SQUIBB ANNOUNCES 


RAUDIXIN 
Standardized 
hole Root Rauwolfia Serpentina 


FLUMETHIAZIDE 
POTASSIUM CHLORIDE 


A LOGICAL COMBINATION 
BY AN ENTIRELY NEW DIURETIC — FLUMETHIAZIDE 


THUS SQUIBB OFFERS YOU GREATER LATITUDE IN SOLVING THE PROBLEM OF 


HYPERTENSION 


WITHOUT FEAR OF SIGNIFICANT POTASSIUM DEPLETION?3 


Rautrax combines Raudixin with flumethiazide — the new, safe 
nonmercurial diuretic — for control of all degrees of hyperten- 
sion. Clinicians report it safely and rapidly eliminates excess 
extracellular sodium and water without potassium depletion.1-3 
Potassium loss is less than with any other nonmercurial diuretic.1 
Morcover, the inclusion of supplemental potassium chloride in 
Rautrax provides added protection against potassium and chlo- 
ride depletion in the long-term management of hypertension. 


Through this dependable diuretic action of flumethiazide, the 
clinical and subclinical edema — so often associated with cardio- 
vascular disease — is rapidly brought under control.2-5 And once 
Rautrax has brought the fluid balance within normal limits, 
continued administration does not appreciably alter the normal 
serum electrolyte pattern. Flumethiazide also potentiates the 
antihypertensive action of Raudixin. By this unique dual action, 
a lower dosage of each ingredient effectively maintains safe 
antihypertensive therapy. 


Dosage: 2 to 6 tablets daily in divided doses 
initially; may be adjusted within range of L 
to 6 tablets daily in divided doses. Note: In 
hypertensive patients already on ganglionic 
blocking agents, veratrum and/or hydrala- 
zine, the addition of Rautrax necessitates an 
immediate dosage reduction of these agents 
by at least 50%. A similar reduction is neces- 
sary when these agents are added to the 
Rautrax regimen. 
Supply: Capsule-shaped tablets supplying 50 
mg. of Raudixin, 400 mg. of flumethiazide, and 
400 mg. of potassium c loride, bottles of 100. 
References: 1. Moyer, J. H., and ee: sm 
J. Cardiol., 3:113 (Jan. ) 1959. 2. 
and others: To be \iibliched, Am. J. Cardiol” 
(April) 1959. « 3. Fuchs, M., and others: 
Monographs on 4: ( 1959. 
° 4, peemneee, A. C.; Rochelle, J. B., ITI, and 
Ford, R. V.: To be published. « 5. "Rochelle, 
J. B., 1iI; Montero, A. C., and Ford, R. V.: 
o be publis hed. 
LITERATURE AVAILABLE ON REQUEST. 
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RAUDIXIN® ANDO RAUTRAX ARE SQUIBB TRADEMARKS 


Squibb Quality — the Priceless legredieat 
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ANNOUNCING TWO OUTSTANDING ADVANCES IN 


PEDIATRIC THERAPY FROM PURDUE FREDERICK RESEARCH 


ANTIPYRETIC, ANALGESIC, 
ANTI-INFLAMMATORY 


ACTASAL 


PEDIATRIC DROPS 


U.S. &@ FOREIGN PATENTS PENDING 


BRAND OF CHOLINE SALICYLATE 


4 


ASSURES PEAK SALICYLATE LEVELS 5 
TIMES FASTER THAN ASPIRIN'*°—WITH 
PROVEN BETTER GASTRIC TOLERANCE. 
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AVERAGE PLASMA SALICYLATE LEVEL (mg./100 cc.) 


1020 40 60 80 100 120 360 
TIME (MINUTES) AFTER ADMINISTRATION 
Comparative Plasma Salicylate Levels After Oral Adminis- 


tration of Doses of ‘Actasal’ Pediatric and Aspirin, Provid- 
ing Equal Amounts of Salicylate. 


Clinically proved -In thousands of cases by 
more than 180 investigators’ 

- more effective + better tolerated 
A new and unique salicylate molecule in pal- 
atable solution. 
DOSAGE: Each dropperful (0.6 ml.) contains 105 mg. 
Choline Salicylate, equivalent to approximately 114 
grains aspirin. 
Children 6-12 years: 2 to 4 dropperfuls every 3 to 4 
hours, or as required. Children 3-6 years: 1 to 2 dropper- 
fuls every 3 to 4 hours, or as required. Children under 3 
years: 1 dropperful every 3 to 4 hours. or as required. 
SUPPLY: 60 cc. bottle packaged with cellophane- 
wrapped calibrated dropper. 


CITED REFERENCES: 1. Smith, P. K.: Personal Communication. 2. Wolf, J., 
Aboody, R.: Federation Proc. 18:605, 1959. 3. Broh-Kahn, R. H.: Federa- 
tion Proc. 18:17, 1959. 4. Complete data available on request to the 
Medical Director. 


ANTI-SEBORRHEIC 
FOR CRADLE CAP 


SOROPON 


PEDIATRIC SOLUTION 


CONTAINS CERAPON-C® 12.0% IN PROPYLENE GLYCOL WITH PARABENS 0.1% AND 
TYROTHRICIN 0.1%, PURDUE FREDERICK * BRAND OF TRIETHANOLAMINE POLYPEPTIDE 
COCOATE-CONDENSATE 

Specifically prepared for safe, effective removal and pre- 
vention of cradle cap, by combining unique proteo-lipid 
sebulytic effect with anti-infective action. 


THERAPY 


AFTER THERAPY 


Bialkin, C.: Scientific Exhibit, American Academy of Ceneral 
Practice, San Francisco, April 6-9, 1959. 

case History: J. D., a5 month old white male developed a dry sebor- 
rhea capitis at approximately 6 weeks after birth which covered the 
whole scalp. By the time of examination, the child had been treated 
with various detergent ointment and lotion preparations without 
apparent effect. ‘Soropon’ Pediatric Solution was applied as a sham- 
poo, directly to the scalp to remove the encrustations. A lanolin 
ointment was applied to scalp because of inherent dryness. A series 
of 5 treatments was required for complete removal and after this 
treatment period the seborrheic eczema had virtually disappeared. 
The patient has been symptom free since then. 


Bialkin, G.: A New Anti-Seborrheic Agent in Pediatric Practice. Arch. 

of Ped. (to be published). 

SUPPLY: ‘Soropon’ Pediatric Solution is available in 
bottles of 4 oz. 


© Copyright 1959, The Purdue Frederick Company 
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the complaint: “nervous indigestic 


the diagnosis: any one of several nonspecific gastrointestinal disorders requiring relief of 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme therapy. 
the prescription: a new formulation, incorporating in a single tablet the actions of Donnatal 
and Entozyme. the dosage: two tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer layer: 


Hyoscyamine sulfate .... 0.0518 mg. 
Atropine sulfate ............ .0.0097 mg. 
Hyoscine hydrobromide .__. .0.0033 mg. 
Phenobarbital (4% gr.) .......... 8.1 mg. 


in the enteric-coated core: 


TV Robins 


A. H. ROBINS COMPANY, INCORPORATED «+ RICHMOND 20, VIRGINIA 
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antibiotic control 
under 
physician control 


A SINGLE ANTIBIOTIC... permitting flexible, controlled dosage as needed... free from restrictions of fixed combinations... 
for optimum tetracycline levels ... unsurpassed effectiveness covering at least 90 per cent* of antibiotic-susceptible infections 


seen in general practice. 
Supplied: Capsules of 250 mg. with 250 mg. citric acid and 100 mg. with 100 mg. citric acid. 


Tetracycline with Citric Acid Lederle 


*Based on a twelve-month National Physicians Survey. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Peari River, New York 
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prednisone-phenylbutazone Geigy 


In the treatment of the rheumatic disorders 
new Sterazoiidin provides a method of limit- 
ing the gravest danger inherent in steroid 
therapy... hypercortisonism arising from 
excessive dosage. 


Repeatedly it has been shown that the addi- 
tion of low dosage of Butazolidin sharply 
reduces hormone requirement.'* Sterazolidin 
is a combination of prednisone (1.25 mg.) and 
Butazolidin (50 mg.) which provides, in the 
majority of cases, consistent relief at a stable 
uniform maintenance dosage significantly 
below the level at which serious hormonal 
imbalance is likely to occur. 


Effective relief in rheumatic disorders 


Geigy 


with less risk of disturbing hormonal balance 


Sterazolidin® (prednisone-phenylbutazone 
Geigy). Each capsule contains prednisone 
1.25 mg.; phenylbutazone 50 mg.; dried 
aluminum hydroxide gel 100 mg.; magnesium 
trisilicate 150 mg. and homatropine methyl- 
bromide 1.25 mg. 


1. Kuzell, W. C., and others.: Arch. Int. Med. 
92:646, 1953. 2. Wolfson, W. Q.: J. Michigan 
M. Soc. 54:323, 1955. 3. Strandberg, B.: Brit. 
J. Phys. Med. 19:9, 1956. 4. Platt, W. D., Jr., 
and Steinberg, |. H.: New England J. Med. 
256:823 (May 2) 1957. 


Geigy, Ardsley, New York 


JUNE, 1959 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX’ 


(brand of hydroxyzine) 


WORKING ADULTS 


“especially well suited for 
ambulatory patients who must 
work, drive A. Car, or operate 


IN GERIATRICS 
“ability to decide correctly 
has increased, while the 


ATARAX is “effective in 
controlling tension and 
anxiety.... its safety makes 
titan excellent drug for 


“ATARAX appeared to reduce — 
anxiety and restlessness, 
improve sleep patterns and 
make the child more amenable 
to the development of new 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 10 mg. 3-6 years, one tablet t.i.d. : Supplied: Tablets, bottles 
behavior disorders tablets over 6 years, two tablets t.i.d. 
Syrup 3-6 years, one tsp. t.i.d. arenteral solution, LU Cc. 
. over 6 years, two tsp. t.i.d. multiple-dose vials. 
For adult tension 25 mg. one tablet q.i.d. 
and anxiety tablets e m press. 2. Freedman, A. M.: 
i * Pediat. Clin. No merica 
Syrup one tbsp. q.i.d. 5:573 (aug. 1938, Aya, FJ 
ew Yor e 
one tablet t.i.d. ‘May 15) 1957. 4. Menger, 
e H. C.: New York J. Med. 
58:1684 (May 15) 1958. 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- ¢ 5. Coirault, M., et al.: Presse 
and emotional Solution cularly, 3-4 times daily, a ° méd. 64:2239 (Dec. 26) 1956. 
emergencies 4-hour intervals. Dosage for . 6.Bayart, J.: Presented at 
children under 12 not of 
established. $ Denmark, July 22-27, 1956. 


@ 
New York 17, N.Y 
Division, Chas. Pfizer PY Co. . Inc, 
Science for the World’s Well-Being 
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around the clock ulcer control with B.1.D. dosage 


Just one 10 mg. Daricon tablet in the morning, and one at night before retiring, keeps 
your patient free from the pain and discomfort caused by gastrointestinal spasm, hyper- 
motility, and hypersecretion. 

Daricon is a remarkably potent and well tolerated antisecretory/antimotility agent. Its 
naturally prolonged action provides day and night relief of pain and symptoms associated 
with peptic ulcer, functional bowel syndrome, biliary tract dysfunctions, ulcerative colitis, and 
other gastrointestinal disorders characterized by spasm, hypermotility, and hypersecretion. 


Dosage: 10 mg. b.i.d. (morning and evening). 


* 

EVEN REFRACTORY new 

CASES RESPOND 

Pfizer, Science for the world’s well-being References: 1. Finkelstein, M., et al.: J. Pharmacol. 
& Exper. Therap. 125:330 (April) 1959. 2. McHardy, 
5 , G., et al.: Postgrad. Med., in press. 3. Winkelstein, A.: 
Pfizer Laboratories Amer. J. Gastroenterol., in press. 4. Finkelstein, ae 
— . et al.: Presented at Fall Meeting, Amer. Soc. Pharmacol. 
Division, Chas. Pfizer & Co., Inc. & Exper. Therap., 1958. 5. Leming, B.: Clin. Med. 


Brooklyn 6, New York 6:423 (March) 1959. *Trademark 
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MICRONITE 
FILTER: 


key to Kent’s popularity 


During the past year, Kent sales increased 
by 20-billion cigarettes—the greatest gain 
in popularity ever recorded by any filter 
cigarette in any vear. 


Undoubtedly much of the credit for this 
important rise in sales must go to Kent’s 
exclusive ‘‘MICRONITE” Filter.This extra- 
ordinary new filter was constructed to take 
into account new principles of filtration 
which were dictated by the basic discoveries 
of a major research foun- 
dation, working under 
Lorillard sponsorship. 


The foundation deter- 
mined that the average 
puff of cigarette smoke 
contained over 12 billion 
semi-solid particles. Addi- 
tional research revealed 
that inhaled smoke from 
ordinary cigarettes has a 
predominant proportion 
of particles, from 0.1 to 1 
micron in diameter, aver- 
age 0.6 micron. 


Ordinary filter fibers 
are so large that they 
create spaces through 


which the small semi-solid smoke particle 
can easily pass. However, in the exclusive 
Kent filter, the fibers are mechanically 
manipulated in such a manner as to create 
extremely tortuous passageways for the 
smoke. In this maze-like network of super- 
fine fibers the smoke particle has much less 
chance to slip through the filter. 


Thus, Lorillard research created a filter 
which reduced tars and nicotine in the 
“‘inhaled’’ smoke to the 


a= lowest level among the 
=| = largest selling brands. As 
=| 2 smokers learned about the 
Te “MICRONITE” Filter, 


they changed to Kent. 
During the past year, for 
instance, more smokers 
changed to Kent than to 
any other cigarette in 
America. 


If you would like for your 
own use the booklet, ‘‘The 
Story of Kent,’’ write to: 


P. Lorillard Company 

Research Department 

200 East 42nd Street 
New York 17, N.Y. 


A Product of P. Lorillard Company —First with the finest cigarettes—through Lorillard Research! 
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CLINICAL BRIEFS 
FOR MODERN PRACTICE 


How can the problem of “postchole- 
cystectomy syndrome’ be reduced? 


A “routine” operative cholangiogram is now recommended in addition to 
thorough surgical exploration, reducing the number of cholecystectomized 
patients later presenting the same symptoms as before the operation. 


Source: Vazquez, S. G.: J. Internat. Coll. Surgeons 28:394, 1957, 


for pre- and postoperative 


management of biliary EC 0 N° 
tract disorders... “therapeutic bile” 


Hydrocholeresis with DECHOLIN combats bile stasis by flushing the biliary tract 

with dilute, natural bile... 

* corrects excessive bile concentration 

¢ helps to thin gallbladder contents 

¢ benefits patients with chronic cholecystitis, noncalculous cholangitis, and 
biliary dyskinesia 


in functional G.I. distress... D EC H 0 LI N 
with BELLADONNA 


AMES 


¢ reliable spasmolysis COMPANY, INC 


* improved liver function Elkhort « Indiana 


Toronto Canado 


available: DECHOLIN Tablets: (dehydrocholic acid, AMEs) 3% gr. 
(250 mg.). Bottles of 100, 500 and 1,000: drums of 5,000. 
DECHOLIN with Belladonna Tablets: (dehydrocholic acid, AMES) 

% gr. (250 mg.) and extract of belladonna Y% gr. (10 mg.). 
Bottles of 100 and 500. 
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the first true 


tranquilavant 


Potent MUSCLE RELAXANT 
... Equally effective as a TRANQUILIZER 


* tran-qui-lax-ant (tran’kwi-lak’sant) [ <L. tranquillus, 


quiet; L. laxare, to loosen, as the muscles] 


Trancopal, a major development of Winthrop 
research, is a new, orally administered 
nonhypnotic central relaxant and tranquilizer. 
It relieves muscle spasm in a variety of 
musculoskeletal and neurologic conditions 

and also exerts a marked tranquilizing effect 

in anxiety and tension states. 

Ll nrelated chemically to any other drug in 
current use, Trancopal offers a completely new 


major chemical contribution to therapeutics. 
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Chlormezanone: 2-(4-chlorophenyl)-3 
methy!-4-metathiazanone-1-dioxide 
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Clinical studies of over 4400 patients 
by 105 physicians ' proved 

Trancopal remarkably eflective in 
musculoskeletal conditions, 

anxiety and tension states. 


VILSCLLOSKELETAL DISORDERS 
effective in 


of 1570 documented cases of 


LOW BACK PAIN 


(LUMBAGO, SACROILIAC DISORDERS) 


By relieving muscle spasm and pain, Trancopal permits early and 
active exercise and physical therapy to accomplish maximal benefits 


for rapid recovery. 
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BETTER TOLERATED AND SAFER THAN OLDER DREGCS INCIDENCE OF SIDE EFFECTS WITH 
TRANCOPAL IN 4483 PATIENTS 


With Trancopal there is no clouding of consciousness, no 
euphoria or depression. Even in high dosage, there is no 
perceptible soporific effect. Because it does not irritate gastric 


mucosa, it can be taken without regard to mealtimes. Admin- 
istration does not hamper work—or play. Blood pressure, La 
pulse rate, respiration and digestive processes are unaf- 
fected by therapeutic dosage. Toxicity is extremely low. And 


Trancopal has a lower incidence of side effects than has 
zoxazolamine, methocarbamol or meprobamate. 


LNATETY AND TENSION STATES 
effective in 


of 443 documented eases of 


DYSMENORRHEA 


AND PREMENSTRUAL TENSION 


Because of its exceptional calmative property, Trancopal “. . . allows 
the patient to use his energies in a more productive manner in 
overcoming his basic problems.’ 


Dosage: 1 or 2 Caplets (100 mg.) orally three or four times daily. Relief of 
symptoms occurs in from fifteen to thirty minutes and lasts from four to six hours. 
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Thoroughly evaluated clinically... 


Clinical studies of 4483 patients by 105 physicians’ have demonstrated that Trancopal 
often is effective when other drugs have failed. From these studies it is evident that 
Trancopal can provide more help for a greater number of tense, spastic, and/or 


emotionally upset patients than can any other chemotherapeutic agent in current use. 


MUSCULOSKELETAL 


CONDITIONS PSYCHOGENIC 
CONDITIONS 


1415 Patients 
3068 Patients 
TOTAL 4483 Patients 
MAJOR IMPROVEMENT 

INDICATIONS 84% 
Musculoskeletal 

Low back pain (lumbago ) Disk syndrome 

Neck pain (torticollis, ete. ) Fibrositis 

Bursitis Ankle sprain, tennis elbow, etc. 

Rheumatoid arthritis Myositis 

Osteoarthritis Postoperative muscle spasm 
Psychogenic 

Anxiety and tension states Asthma 

Dysmenorrhea Angina pectoris 

Premenstrual tension Alcoholism 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


References: 1. Collective Study, Department of Medical Research, Winthrop Laboratories. * 2. Ganz, S.E.: 
J. Indiana M. A. In press, ¢* 3. Lichtman, A.L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 


the first true tranquilaxant 
MUSCLE RELAXANT 
...Equally effective as a 
} TRANQUILIZER 


( jinthop LABORATORIES New York 18, New York 


Printed in U.S.A (4191) 


trademarks reg. U.S. Pat. Off 
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...and one to grow on 


A tiny tablet of REDISOL to stimulate the appetite — 
to help in the intake of food for growth. : 


REDISOL is crystalline vitamin B,., an essential 
vitamin for growth and the fundamental z 
metabolic processes. 


Ideal for the growing child, the REDISOL tablet 
dissolves instantly on contact in the mouth, : 
on food or in liquids. 


Packaged in bottles hermetically sealed to keep ae 
the moisture out and to retain vitamin potency in 
25 and 50 mcg. strengths, bottles of 36 and 100 — 
in 100 mcg. strength, bottles of 36, and in 

250 mcg. strength, vials of 12. 


Also available as a pleasant-tasting cherry- 
flavored elixir (5 mcg. per 5-cc. teaspoonful) 
and as REDISOL injectable, cyanocobalamin 
injection USP (30 and 100 mcg. per cc., 10- 
cc. vials and 1000 mcg. per cc. in 1, 5 and 
10-cc. vials). 


cyanocobalamin, Crystalline Vitamin 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. ae 


REODISOL IS A TRADEMARK OF MERCK & CO., INC. i 
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Take some of Your own wedioune 


On vacation — at the beach — on the golf course — or garden- 
ing in your own back yard, sunburn, insect bites, cuts and 
abrasions are all part of the summer picture. 


A handy tube of Xylocaine Ointment means prompt relief of 
pain, itching and burning for your patients. After you’ve seen 
to your patients’ comfort, remember that tube of Xylocaine 
Ointment for yourself. 


Just write ‘“Xylocaine Ointment” on your Rx blank or letter- 
head, and we will send a supply for you and your family. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass., U.S.A. 


XY LOCAINE’ OINTMENT 


(brand of lidocaine*) 


2.5% & 5% 
SURFACE ANESTHETIC 


*U.S. Pat. No. 2,441,498 Madein U.S.A. 
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new for tofal 
management 


of itching. 
inflamed. 


shin lesions 


antipruritic /anti-inflammatory /antibacterial /antifungal 


Mycolog Ointment — containing the new superior topical corticoid Kenalog — re- 
duces inflammation,®* relieves itching,’ and combats or prevents bacterial, 
monilial and mixed infections.*”’ It is extremely well tolerated, and assures a rapid, 
decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients . . . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.’* 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective 
relief of itching, burning and inflammation’* — neomycin and gramicidin for power- 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 
albicans infections.®** 


Application: Apply 2 to 3 times daily. Supply: 5 Gm. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triam. 
cinolone acetonide, 2.5 mg. neomycin base, 0.25 mg. gramicidin, and 100,000 units nystatin in ecastipase. 
References: 1. Shelmire, J.B., Jr.: Monographs on Therapy 3:164 (Nov.) 1958.+ 2. Nix, T.E., Jr., and Derbes, V.J.: 
Monographs on Therapy 3:123 (Nov.) 1958. « 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 (July) 
1958. - 4. Sternberg, T.H.: Newcomer, V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. + 5. 
Clark, R.F., and Hallett, J.J.: Monographs on Therapy, 3:153 (Nov.) 1958. - 6. Smith J.G., Jr.; Zawisza, R.J., and 
Blank, H.: Monographs on Therapy, 3:111 (Nov.) 1958. - 7. Monographs on Therapy, 3:137 (Nov.) 1958. + 8. 
Howell, C.M., Jr.: North Carolina M.J. 19:449 (Oct.) 1958. - 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. 
And whatever the topical corticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7' cc. 
plastic squeeze bottles. Each cc. supplies 1.0 mg. (0.1%) triamcinolone acetonide, 2.5 mg. neomycin base and 
0.25 mg. gramicidin. Kenalog Cream, 0.1%—5 Gm. and 15 Gm. tubes. Kenalog Lotion, 0.1%— 15 cc. plastic squeeze 
bottles. Kenalog Ointment, 0.1% —5 Gm. and 15 Gm. tubes. 
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Dermatitis repens [with staph 
and monilia| 7 weeks duration ae 


og 


Cleared in 5 days ag 
Infectious eczematoid dermatitis 
of ankle—5 years duration 
Cleared in 20 days 
Squibb Quality — the Priceless Ingredient oe 


‘spectrocin’®, smycostatin’ *‘mYCOLOG’ 
AND ‘KENALOG’ ARE SQUIB® TRADEMARKS 
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For every topical indication, 
a Burroughs Wellcome ‘SPORIN'... 


4 @ Combines the anti- 
inflammatory effect 
of hydrocortisone with 
C 0 RT S P 0 i N the comprehensive 
b 


brand OINPMENT actericidal action 
of the antibiotics. 


OINTMENT: Tubes of % oz. and % oz. (with applicator tip) for ophthalmic or 
dermatologic application. 


Otic Drops: Bottles of 5 cc. with sterile dropper. 


Provides comprehensive ® 
bactericidal action 

effective against virtually N FOS N 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


OINTMENT: Tubes of 2 and 1 oz. and tubes of % oz. with ophthalmic tip. 
OPHTHALMIC SOLUTION: Bottles of 10 cc. with sterile dropper. 

LOTION: Plastic squeeze bottles of 20 cc. 

Powper: Shaker-top bottles of 10 Gm. 


‘ ® Offers combined anti- 
biotic action for treating 
conditions due to suscep- 

tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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Atopic dermatitis (female, aged 42) 
"Itch completely gone -~ dramatic relief!" 


(male, 62) 


"This patient, on his own and his wife's admis sion, 4 :. ad 
is better, has had more relief than he has had in 
years..." 


Tick) (male (¢) 
Samed 
Cu, 


aut 


Urticaria (one week after tetanus antitoxin) 
--(female, 26) 


"After 4 tablets stat, required no further treatment. 


*Actual quotations from 
cians’ reports in the files of the 
Schering Department of Profes- 
sional Information. 


Herpes Zoster (female, 55) 
DERONIL — T.M. — brand of dexametha- 


ies "Results are outstanding.... Pain decreased 
eS ee after first three doses, Zoster dried in 
4 days." (Dosage: one tablet t.i.d.) 


"Full relief, resumption of work." (Dosage: one 
tablet t.i.d. to one tablet daily) 2 Ag. 
BLOOMFIELD, N. J. 
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DARVON COMPOUND potent. safe - well tolerated 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), alone 
and in combination, has been substantiated by more than 100 investigators in the 
treatment of over 6,300 patients in pain. A consolidation of these reports shows that 
5,663 (89.8 percent) experienced ‘“‘effective analgesia.” 

Darvon Compound combines in a single Pulvule® the analgesic action of Darvon 
with the antipyretic and anti-inflammatory benefits of A.S.A.° Compound (acetyl- 
salicylic acid and acetophenetidin compound, Lilly). When inflammation is present, 
Darvon Compound reduces discomfort to a greater extent than does either analgesic 
given alone. 

Usual dosage: 1 or 2 Pulvules three or four times daily. 
Also available: Darvon, in 32 and 65-mg. Pulvules. 


Usual dosage: 32 mg. (approximately 1 /2 grain) every four hours or 65 mg. (1 grain) 
every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


Etli LiItlY AND COMPANY INDIANAPOLIS 6, INDIANA, U.S.A. 
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PULMONARY PROBLEMS: A PANEL DISCUSSION’ 


I. The Management of Pulmonary Malilgnancies by SyLvVAN H. Ersman, M.D.+ 


II. Pulmonary Function Studies in Diagnosis and Prognosis by Ropert L. Mayock, M.D.1 


III. Sensitivity Tests to Antibiotics in Clinical Practice by ELwoop L. Fottz, M.D.§ 


I think you know Dr. Gerald Beatty. 


Dr. Eisman will discuss “The Manage- 
ment of Pulmonary Malignancies,” Dr. 
Mayock will speak on “Pulmonary Func- 
tion Studies in Diagnosis and Prognosis” 
and Dr. Foltz will speak on “Sensitivity 
Tests to Antibiotics in Clinical Practice.”’ 
I will turn the panel over to Dr. Beatty. 


Dr. Beatty: I would first like to ask 
Dr. Eisman to speak on “Management of 
Pulmonary Malignancies.”’ 


Dr. Sylvan H. Eisman: Most of my dis- 
cussion will be concerned with the chemo- 
therapeutic and medical management of the 
inoperable carcinoma of the lung. As you 
can appreciate, the incidence of carcinoma 
of the lung is definitely on the increase, and 
it is becoming a more and more serious 
problem to the practitioner. 


My surgical colleagues have asked me to 
make a plea for early diagnosis and early 
exploration in a patient suspected of having 
a bronchogenic carcinoma. Often we wait 
for the x-ray findings to make the diagnosis 
for us by following them along until the 
opportunity of resectability has passed and 
then we are forced, of course, to rely on 
palliative measures such as x-radiation and 
chemotherapeutic agents. 


One of the most common problems in 
diagnosis is the patient with so-called virus 


* From the School of Medicine, University of Pennsylvania. 
Presented at the Annual Meeting of the Medical Society of 
Delaware, October 2, 1958. Stenographic notes not edited by 
the individual authors. 

+ Associate Professor of Clinical Medicine 

t Associate Professor of Clinical Medicine 

§ Assistant Professor of Medicine 


pneumonia, which never seems to clear. 
This is by no means meant to imply that 
everybody with a virus or bronchial cold 
has bronchopneumonia, but many of us 
have seen patients who have developed a 
pulmonary infection (or so it appears) with 
fever, and x-ray findings of an infiltrate 
which, as we follow it, never seems to com- 
pletely go away. This should raise our 
index of suspicion highly with regard to 
the possibility of there being an underlying 
tumor present. 


With regard to the coin lesion, the iso- 
lated nodule that is found in the chest, gen- 
erally asymptomatic, this is generally the 
best type of patient to get with regard to 
curing bronchogenic pneumonia. Generally 
if we wait for hemoptysis or pain due to 
pleural involvement, we have again passed 
the period of resectability. Often bronho- 
genic carcinoma presents itself first by a 
distant metastasis. We have seen all kinds 
of peculiar clinical presentations. We have 
seen all kinds of peculiar clinical presenta- 
tions. We have seen purpura as being the 
first manifestation of the disease due to in- 
vasion of the bone marrow with malignant 
cells and subsequent thrombocytopenia. 
Many of us have seen patients admitted to 
the orthopedic section of the hospital with 
low back pain or pain in the leg due to 
metastatic lesion before the primary tumor 
in the lung makes itself evident. For many 
years it has been a rule among all neuro- 
surgeons that given a patient who is sus- 
pected of having a brain tumor, they must 
never get to the operating table before 
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having a chest x-ray because often the first 
evidence of the bronchogenic tumor is some 
central nervous system disorder due to a 
metastatic lesion. 


One final word about diagnosis, and this 
has to do with the contraindications for 
surgery that can be pretty well established 
on clinical grounds alone: It is my feeling 
that the presence of fluid, of pleural effu- 
sion with a carcinoma of the lung, whether 
or not you can demonstrate malignant cells, 
means inoperability. There have been some 
heroic attempts made to strip the parietal 
pleura under these circumstances, but the 
end result has been quite unsuccessful. So 
that the thoracic surgeons now, given a pa- 
tient suspected of having a bronchogenic 
tumor and who has a pleural effusion, con- 
sider the case inoperable. 


The same thing is true where you have 
involvement of the recurrent laryngeal 
nerve. This is essentially also in the inoper- 
able category. There is one exception per- 
haps to nerve involvement, and that is 
where the phrenic on the left side is in- 
volved. When you fluoroscope a patient 
and ask him to sniff and look for paradoxi- 
cal motion of the diaphragm, one can often 
demonstrate paralysis of the phrenic nerve 
on one side. This generally will mean in- 
operability. However, if the tumor catches 
the phrenic nerve as it passes down over 
the pericardium, under some circumstances 
the surgeon is able to resect the tumor. 
Therefore, a positive sniff test does not 
necessarily mean inoperability. 


Finally there are a few patients who have 
had a congenital paralysis of one hemi- 
diaphragm and will show a positive sniff 
test on fluoroscopy. This does not neces- 
sarily mean they have a carcinoma or that 
the carcinoma, if it be present, has involved 
the phrenic nerve. Distant metastasis like 
supraclavicular lymph nodes and x-ray evi- 
dence of bony spread, obviously are con- 
traindications for surgery. 


Let us consider some of the measures 
that the internist has to offer with regard 
to the inoperable patient, because the fig- 


JUNE, 1959 


ures are still discouraging. The five-year 
survival rate of carcinoma of the lung in 
operated patients is under 10 per cent, per- 
haps closer to 5 per cent. The percentage 
of five-year cures in resectable cases is a 
little higher but is still far from satisfac- 
tory. Therefore, we are faced with an in- 
creasing number of people with inoperable 
carcinoma of the lung who are getting into 
all sorts of difficulties, apart from distant 
metastasis to bones, to the lumbar spine or 
thoracic spine or metastasis to the brain. 


One serious problem is the superior caval 
syndrome, obstruction of the superior vena 
cava, due either to direct invasion of the 
vessel by tumor or compression of the su- 
perior vena-cava by tumor or lymph nodes 
containing metastatic disease. It can be a 
distressing problem for the patient, not just 
a swelling of the neck, face and hands that 
ensues, but the real obstruction that takes 
place in the trachea from edema and com- 
pression of tumor so that breathing and 
talking become difficult. 


We have some fair degree of success, 
temporarily. None of the things I shall 
mention are curative but degrees of pallia- 
tion and a certain percentage of palliation 
has been achieved by the judicious use of 
x-ray therapy, combined with or separately 
used with nitrogen mustard intravenously. 
We generally have given nitrogen mustard 
on the basis of three-tenths, even up to six- 
tenths of a milligram per kilogram of body 
weight in one injection, and after the usual 
hematologic response, in other words, the 
leukopenia that ensues about 7 to 14 days 
after the treatment, one can repeat this 
again. In some instances, if you alternate 
x-radiation to the mediastinum with courses 
of nitrogen mustard, we sometimes see that 
the nitrogen mustard seems to potentiate 
the effect of x-ray, and in perhaps 25 to 
30 per cent of these patients there is a 
sufficient reduction in the size of the tumor 
to relieve the edema and compression that 
has taken place. 


Syptomatic relief for cough and dyspnea 
due to carcinoma of the lung, as well as 
pain involving the pleura or ribs, requires 
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therapy and x-radiation has something to 
offer. 


Another major problem that needs to be 
faced in these patients is the management 
of the recurrent pleural effusion that fre- 
quently occurs. It is distressing, to the 
patient to fill up with 1500 to 2000 cc. of 
fluid in one hemithorax every three or four 
weeks. Each time that you do a thora- 
centesis you run the risk of introducing 
infection into the pleural cavity as well as 
inconveniencing the patient and causing 
him a certain amount of stress. 


Attempts have been made for a number 
of years to devise means of reducing the 
need for recurrent tapping. Initially radio- 
active gold, Au 198, was used intrapleurally 
and about 50 per cent of patients would 
get an adhesive pleuritis and enough reac- 
tion on the miliary nodules that were seated 
along the pleura to prevent recurrent effu- 
sion. This is still a satisfactory way of pre- 
venting effusion, but there are a number of 
difficulties involved. First, when using ra- 
dioactive materials, you need complete 
equipment. Secondly, the material is ex- 
pensive. Thirdly, it is not readily available. 
You have to order it specially, and it re- 
quires a certain number of safety measures 
to the operator who is injecting it into the 
pleural space. 


So, for a number of years the use of ni- 
trogen mustard directly into the pleural 
space has been employed. Again in about 
50 per cent of patients the necessity for re- 
current tapping is diminished or eliminated 
entirely. This does not necessarily apply 
only to bronchogenic carcinoma. It has 
been successful in patients with breast can- 
cer, with recurrent pleural effusion and 
ovarian cancer, and even with gastroin- 
testinal disease that has spread to the lung 
and pleura. It has been our usual tech- 
nique to drain the chest as dry as possible 
through an ordinary 15 or 16 gauge needle. 


Some people have used larger needles 
and introduced a small polyvinyl catheter 
through the needle leaving the catheter in 
place for several hours, getting the tip of 
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the catheter down into the costo-phrenic 
sac as low as possible and draining the chest 
completed dry. It is not necessary to drain 
the chest cavity dry because one would 
prefer to have a little fluid left to act as 
a menstruum, to distribute the material 
after it is injected. 


We leave 200 or 300 cc.; then, making 
sure that the needle is still in the pleural 
space (because the mustard is dangerous if 
it gets within the lung tissue itself or slips 
out beyond the pleura) 20 to 30 milligrams 
of nitrogen mustard is injected through the 
needle into the pleural cavity and followed 
with 50 or 100 cc. of saline. The needle is 
withdrawn and the patient rotated in his 
own bed by changing his position every 30 
seconds for the next 15 minutes. By that 
time the mustard is fixed and further mo- 
tion is unnecessary. 


In some instances this has reduced the 
need of tapping from every two or three 
weeks to, in one case I know, indefinitely. 
If the fluid is particularly bloody under the 
circumstances there is a good possibility 
that there will be a fair amount of absorp- 
tion of nitrogen mustard into the systemic 
circulation, and one has to watch the blood 
count just as he would using nitrogen mus- 
tard intravenously. If the fluid is rela- 
tively clear, the chances of hematologic ef- 
fect or depression are small. Most people 
get enough to become a little nauseous and 
sometimes vomiting lasts for four to six 
hours, but this is not really a problem. 
Nitrogen mustard is readily available to all 
of us, it is inexpensive and the procedure 
can be done simply. 


One word of caution: about 48 or 72 
hours later one frequently sees an active 
recurrent effusion. This is perhaps a good 
sign because it represents a chemical or an 
irritative pleuritis with effusion. If you tap 
this and remove the fluid within a couple 
of days after the installation the chances 
are not bad that you have been able to 
cause enough adhesive pleuritis and fibri- 
nous pleuritis to seal off the cavity and 
prevent the recurrence of effusion. 


Finally, one last word, and this has to 
do with the newer chemotherapeutic agents 
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for the treatment of inoperable malignancy. 
Nitrogen mustard has been the prototype 
of a great many agents. We are currently 
working with other agents obtained from 
Germany of which nitrogen mustard is the 
first, which seem to have promise in pro- 
ducing palliation. They have a_ broader 
safety range. The therapeutic and toxic 
range of nitrogen mustard is unfortunately 
close, but we have been able to use some 
of other agents intravenously at weekly in- 
jections. We are able to use them some- 
times for many months, and in some in- 
stances we have kept the tumor from grow- 
ing, although certainly in most instances 
we have not caused much change in size. 
However we have but a few dramatic re- 
sults, and where there has been distant 
metastasis without any x-radiation there 
has been relief from pain with the use of 
these agents. 


Other groups of drugs will be used 
eventually. Certain of the antibiotics are 
being studied but this is still in the experi- 
mental area. 


In relation to an adjuvant program of 
combined chemotherapy and surgery at the 
time of operation for carcinoma of the lung, 
there is underway in a number of medical 
schools and teaching institutions a program 
to study the effect or efficiency of com- 
bining chemotherapy at the time of opera- 
tion. If we have a person in the operating 
room who appears to have a _ resectable 
lesion, the patient is randomized. Some are 
control cases and others, according to the 
card that is drawn for the particular pa- 
tient, are put in the adjuvant program. 
They are given a tenth of a milligram of 
nitrogen mustard intravenously on the day 
of operation and the same dose is repeated 
for the next two days. While the chest 
cavity is open, a similar dose (a tenth of a 
milligram of mustard per kilo of body 
weight) is injected into the pleural space 
and washed around with saline, and the 
chest cavity is closed. The statisticians tell 
us that within two years they will have had 
enough experience collected to decide 
whether or not this program has improved 
the survival rate in patients with resectable 
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carcinoma of the lung. The study is just 
under way, it is not yet a year old. Perhaps 
in a couple of years we can give a follow- 
up on it. 


Thank you. 


Dr. Beatty: Thank you very much Dr. 
Eisman. 


Now I would like to call on Dr. Mayock, 
who will discuss a subject that is very in- 
teresting to us, “Pulmonary Function 
Studies in Diagnosis and Prognosis.” 

Dr. Robert L. Mayock: Many physicians 
are disappointed with the results of pul- 
monary function studies. I believe that this 
disappointment oftentimes is a reflection of 
the fact that the physician expects more 
from the studies than the studies are able 
to give. 


I thought rather than go into the tech- 
niques of pulmonary function studies that 
I would consider three things with you: 
First, what pulmonary function studies can 
not do. Second, what pulmonary function 
studies can do. Third, patients for whom 
it would be advisable to obtain pulmonary 
function studies. For the practicing physi- 
cian, medical man, internist, general prac- 
titioner or surgeon, these are the things we 
have to deal with most and the techniques, 
although able to be performed in our offices, 
oftentimes are performed elsewhere, in the 
hospital or in a large center. 


First, what pulmonary function studies 
can not do. Pulmonary function studies 
can not give a bacteriologic, pathologic or 
anatomic diagnosis. This comes as a shock, 
I know, when we hope to obtain more from 
the studies than we are able to do. Pul- 
monary function studies can tell us, how- 
ever, what perimeter of pulmonary function 
is disturbed and can give us a quantitative 
answer in terms of an actual number. I will 
say more about that later. 


If airway obstruction is present due 
either to a tumor, emphysema or bronchial 
asthma, one will see exactly the same find- 
ings on the pulmonary function studies. 
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Therefore, one often can not decide which 
might be causing the actual difficulty that 
is detected. 


Another finding might be that of the 
presence of an arteriovenous shunt with 
venous blood entering the arterial circula- 
tion. This shunt obviously could be through 
the lung itself, as we have in pulmonary 
arteriovenous fistula. It could be through 
the heart, or it could be through a consoli- 
dated area of lung due to ordinary lobar- 
pneumonia. Similarly, if one detects that 
the stiffness is present in the lung as we 
determine by other studies, the stiffness 
could be due to Hamman-Rich syndrome, 
sarcoidosis or fibrosis from pulmonary tu- 
berculosis. 


In addition to not being able to give us 
the diagnosis in the sense that we ordinarly 
think of it but rather only in terms of 
functions arrangement, pulmonary function 
can not detect localized disease if the dis- 
ease is small. If you have a patient with 
minimal tuberculosis but otherwise healthy 
lungs there will be no abnormality of pul- 
monary findings. If blebs are present on the 
apices of both lungs, it is difficult, unless 
the blebs are large, to detect them. They 
can be detected only by a special technique 
available in only two or three institutions 
in the country. 


Therefore, if the disease is extremely lo- 
calized and does not affect the overall func- 
tion of the lung, no abnormalities will be 
noted. There are circumstances, however, 
where the bronchogenic carcinoma that I 
mentioned before is producing tracheal ob- 
struction. In this case, there will be inter- 
ference with the airway and a resultant 
abnormality which can be detected. If the 
anatomic lesion happens to be strategically 
placed it is sometimes possible to obtain 
evidence of difficulty, but not otherwise. 


What can pulmonary functions do? What 
can we get from the studies so far as the 
management of patients is concerned? As 
I said before, basically they tell us what 
perimenter of pulmonary function is de- 
ranged, and they will give us a quantita- 
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tive answer in terms of the number. The 
numerical answer given usually is repeat- 
able. If you do a series of vital capacities 
they will be within the same range, within 
perhaps 10 per cent if the patient is cooper- 
ative and in the same physiologic state. 
This is something that we can compare not 
only with examinations done on other pa- 
tients but also with examinations on the 
same patient and, therefore, it can be of 
help in prognosis and follow-up of either 
the progress of the disease or the effects of 
therapy. 


It is important to recognize what aspect 
of pulmonary function is affected because 
any physiologic treatment that is given 
must be given on the basis of the physi- 
ological abnormality that is produced. For 
instance, if we have cyanosis with poly- 
cythemia present and on study it is found 
to be due to a hypo-ventilation syndrome 
because of obesity and excessive work of re- 
spiration, it would be treated in an entirely 
different fashion from the same cyanosis 
with polycythemia present in a patient with 
obstructive pulmonary emphysema. 


If therapy is to be on the basis of physi- 
ologic changes, toward which we are head- 
ing more and more, rather than the use of 
the same measures in the treatment of every 
patient, then one must know exactly the 
difficulty that is present. For instance, it 
may be possible to improve ventilation, 
especially in an acute situation, with nar- 
cosis. If the difficulty is due to depression 
of the respiratory center mechanical assists 
of respiration will be of benefit. 


Other difficulties with ventilation can 
often be treated as in obesity syndrome; 
simple loss of weight will cure the patient’s 
syndrome. 


Airway obstruction can be relieved, if it 
is localized. This can be done by broncho- 
scopic techniques; if more diffused and gen- 
eralized, bronchial dilators, either systemi- 
cally or aerosol, are given. Positive pressure 
will often relieve the obstruction and com- 
pletely aid the patient. 


The diffusion difficulty produced by 
sarcoidosis responds to steroid therapy. We 


is 

sigh 

=n 

‘ 

4 

: 

hag 

‘ 

: 

ety 

} 

14 


156 DELAWARE STATE MEDICAL JOURNAL 


may have the same diffusion difficulty pro- 
duced by miliary tuberculosis which would 
respond to treatment with the drugs ordi- 
narily used in the management of tubercu- 
losis. The recognition of this difficulty is 
of prime importance so far as the patient is 
concerned. 


Another thing that pulmonary function 
can do is provide an evaluation for the re- 
sponse to therapy. If one obtains base line 
studies in an_ individual—even simple 
studies such as the vital capacity, second 
vital capacity, maximum breathing capa- 
city—and institutes therapy, he has by 
repeating these studies, an objective mea- 
sure of the patient’s response rather than a 
subjective one. We know the importance of 
the subjective impression, but following 
treatment for tuberculosis one obtains a fol- 
low-up x-ray. It is advisable in evaluating 
the patient as a whole to determine his re- 
sponse to therapy by repeating the peri- 
meter of pulmonary function which is found 
abnormal, whether it be ventilation or 
measurement of the air flow or diffusion or 
of compliance. Similarly you can obtain an 
evalution of the response to treatment. 


Another thing it can be used for more 
immediately is to determine the reversa- 
bility of certain components of pulmonary 
function abnormalities, such as air flow re- 
sistance. In patients with asthma it is often 
of interest to know how much wheezing 
and airway obstruction is due to asthma 
and how much to an underlying emphysema 
secondary to the asthma. This can be found 
by giving the patients broncho-dilators fol- 
lowing a base line set of pulmonary func- 
tion studies. The response can be evaluated 
and the amount of permanent damage to 
the airways can be estimated. Frequently 
this involves the use of steroids in addition, 
but one can obtain some estimation of per- 
manent damage as opposed to the reversible 
broncho spasm seen in simple asthma. 


Another use for pulmonary function 
studies is the detection of malingering. This 
is particularly important in medico-legal 
work where one is dealing with a patient 
whose subjective response frequently will 
decide whether or not they obtain disabil- 
ity. We see it occasionally in patients who 
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are psychiatric problems, who complain of 
dyspnea and one is unable to obtain any 
clinical evidence of the reason for it. But 
often a malingerer can be detected by hav- 
ing a relatively normal set of pulmonary 
function studies. In industrial patients with 
exposure to dust and fumes in which symp- 
toms are supposedly on the basis of pneu- 
monoconiosis, one can separate the exact 
degree of pulmonary function involvement. 


When are pulmonary function studies in- 
dicated so far as the average physician is 
concerned? This is hard to state categori- 
cally, but I would like to say that I think 
that whenever the patient’s symptoms can 
not be adequately explained by the clinical 
picture the patient should have pulmonary 
function studies. That is, if you have a 
patient with excessive cyanosis and a mini- 
mal amount of pulmonary emphysema and 
feel it is beyond what one would expect for 
that amount of disease, it is worthwhile to 
determine whether some other abnormality 
is not present which may be amenable to 
therapy. 


In the evaluation of the patient clinically 
one uses the standard history, physical ex- 
amination and chest x-ray, and the amount 
of pulmonary function studies varies de- 
pending on facilities available at the institu- 
tion or in the office. But I think that any 
patient in whom we feel that we do not 
have an adequate and satisfactory explana- 
tion for symptoms should have function 
studies. 


Often other abnormalities are suspected 
in individuals. One will suspect that two 
diseases may be present in the same indi- 
vidual. For instance, a patient may be 
dyspneic because of cardiac disease and 
because of x-ray changes or other findings 
pulmonary disease may seem to be present. 
It is possible to determine fairly accurately 
today, with the more advanced techniques 
of testing, how much is due to simple con- 
gestive failure and how much is due to 
other types of pulmonary disease. 


Other indications for pulmonary func- 
tion testing would be, as I have mentioned 
before, as a base line for therapy. I think 
patients with emphysema should have base 
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line studies of a simple nature. You take 
an x-ray routinely, do a history and a phy- 
sical, and it is just about as easy to get the 
vital capacity and the time vital capacity 
since they usually are available in the doc- 
tor’s office or nearby. 


The most dramatic probable use for the 
pulmonary function study is the evaluation 
of patients for surgery. Obviously every pa- 
tient who is having a pulmonary operation 
does not need complete pulmonary function 
studies, although it is routine in most in- 
stitutions during thoracic surgery. If some- 
one is able to run a mile, he could stand 
operation on either lung without difficulty 
because this involves a tremendous amount 
of pulmonary function. Therefore, patients 
ordinarily in good health and without any 
clinical evidence of pulmonary disease can 
stand surgery on either lung without diffi- 
culty in most instances. But any patient 
who has evidence of a diffuse emphysema— 
and I am speaking of obstructive pulmonary 
emphysema—which we see often in older 
individuals, should have pulmonary func- 
tion studies designed to determine whether 
not following surgery they will have enough 
pulmonary function to be able to survive. 
We have all seen pulmonary crimes pro- 
duced by the resection of a carcinoma which 
at best has a 5 to 10 per cent five-year sur- 
vival rate. I think the refusal of this pa- 
tient for surgery would be more charitable 
since they frequently will live for long per- 
iods of time as a complete pulmonary in- 
valid. 


I did not discuss pulmonary function 
study techniques today because the time 
available is too short. Average studies can 
be done in the physician’s office, and any- 
one interested in the techniques can learn 
them with a little practice and study. 


Thank you. 
Dr. Beatty: Thank you, Dr. Mayock. 


Dr. Beatty: Now I would like to ask 
Dr. Foltz to discuss, “Sensitivity Tests to 
Antibiotics in Clinical Practice.” 


Dr. Elwood L. Foltz: Dr. Mayock has 
just described the reasons for using objec- 
tive tests in the measurement of pulmonary 
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function. We are all acquainted with the 
fact that sensitivity tests are supposed to 
give us objective information as to how best 
to treat respiratory infections, or infections 
anywhere else in the body. This has been 
an attractive approach to the problem of 
managing chemotherapy or antibiotics, but 
I think we have experienced a keen disap- 
pointment in the failure of laboratory tests 
to agree with the clinical results. I should 
like to point out some of the reasons for 
this and the inadequacy of certain sensi- 
tivity tests as they are performed at the 
present time. 


The role of the sensitivity test at best 
is only qualitative. It can only begin to tell 
you what is the drug of choice or what drugs 
might be used to advantage. It does not 
guarantee a successful outcome so far as the 
treatment of disease is concerned. The phy- 
sician must be careful not to get into the 
habit of prescribing drugs and disregarding 
what he has in the way of bacteriology. 


The common method of performing sen- 
sitivity tests in most hospitals is known as 
the disc method in which either tablets or 
paper pellets are impregnated with anti- 
biotics and placed on an agar plate in which 
a strain of the particular affected organism 
has been spread by usual bacteriologic tech- 
niques. By incubating this plate with var- 
ious antibiotic discs one gets inhibition or 
intensification of growth. What is wrong 
with this sensitivity disc method? One is 
limited to concentrations and drugs which 
can be kept in a relatively dry state on 
the disc or tablet. Some discs are prepared 
over a long period of time, or stored so 
that at the time of performance of the 
test the concentration may be far from the 
stated potency. Also, there is a great varia- 
tion among manufacturers. We have found 
as much as 40 to 100 per cent variation in 
the stated content of some of these discs. 
This has been such a problem that in 
Canada the process of disc manufacture has 
come under government control, and during 
the past summer it was scrutinized by our 
own Food and Drug Administration in 
Washington. There is some hope of trying 
to get a standardized technique of pro- 
ducing these discs or pellets. 
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Also, in order to have antimicrobial ac- 
tivity as the result of placing these discs 
on the agar, there has to be dissolution of 
the antibiotic and dispersion or distribu- 
tion of that antibiotic over the surface of 
the agar plate. The amount of diffusion will 
vary depending on the wetness of the agar, 
the compressibility of the tablet or how 
quickly this material can be put into solu- 
tion. 


Much confusion arises as to how much 
inhibition there must be before one can say 
that the drug is effective. We do not like 
this method, and those who are enchanted 
by its ease of performance and the rapidity 
with which the test can be done have tried 
to overcome some of the shortcomings by 
using filter paper discs which are freshly 
impregnated at the time of the test with 
a water or saline solution containing the 
antibiotic. This gets around part of the 
problem so far as density of the disc ma- 
terial, but we are still confronted with the 
problem of interpreting a zone size indi- 
cating whether this particular antibiotic 
is effective or not. 


The best method available at present is 
known as a two-fold tube dilution technique 
which starts out with a relatively high con- 
centration of the antibiotic. By diluting it 
down, half, as you progress down the series 
of tubes, you get varying concentrations. 
Let us assume, for example, that we start 
out with tetracycline with a concentration 
of 50 micrograms per ml. We would have 
15, 12%, 6.25 and so on down until we 
had the final of a ten-tube series contain- 
ing a fraction of a microgram per ml. We 
inoculate this entire series of tubes with 
the same number of organisms, and find 
that turbidity after 16 to 24 hours of 
growth will indicate the concentrations at 
which this particular organism can grow 
in spite of the presence of the antibiotic. 
We would notice that there is a little growth 
in one particular tube but another appears 
clear. That would be the concentration then 
at which we would hope to effectively con- 
trol the infection with this particular or- 
ganism. 


As for some of the techniques, a com- 
promise in the whole situation is known as 
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the pour plate method, in which the anti- 
biotic is incorporated directly into the blood 
agar. One takes a loop full of a culture 
media with the organism and streaks it on 
the plate and watches after incubation for 
inhibition. Sometime, on a control plate 
with a control organism, you will notice that 
there are some staphylococci and mucoid 
colonies that are characteristic of Gram 
negative infections. On exposure to penicil- 
lin you will notice that the three staphylo- 
cocci are not inhibited by this particular 
concentration. There is partial inhibition, 
but we would still call this resistant be- 
cause many colonies are growing. An ab- 
sence of growth would suggest that this par- 
ticular organism is inhibited. There is ap- 
parently some inhibition of a sensitive pro- 
teus. 


The difficulty with this method is that 
it is more time-consuming. Also, we have 
no control over the number of organisms 
that we plate out on each streak. Further- 
more, there are variations in antibiotic sen- 
sitivity because these have to be prepared 


fresh. They cannot be kept more than three 
or four days under ideal refrigeration con- 
ditions. On the other hand, so far as we 
are concerned, and I think most centers 
agree, this affords us with the most reliable 
method for doing fairly large numbers of 
sensitivity tests. 


Now, what are some of the results that 
you can get from such a test? 


We have to choose a level that is attain- 
able in the body. We tested the adbsorp- 
tion of tetracycline, given five-tenth of a 
gram every six hours to normal male medi- 
cal students at our university a few years 
ago. After 48 hours we achieved approxi- 
mately a level of five micrograms per ml. in 
the serum of tetracycline. Now, if one tests 
for sensitivity it should be in relationship 
to the blood levels because the body fluids 
as a whole, with the exception of urine, have 
no ability to concentrate this drug. I should 
include bile in this, but none of these fluids 
has the ability to concentrate the antibiotic 
above that which is found in the serum. 
Therefore you can expect tissue levels to be 
lower than this. 
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It makes little sense then to test tetra- 
cyclines at 10 or 25 micrograms per ml. 
when this concentration is relatively unat- 
tainable with the average methods of dos- 
age. So one has to choose a concentration 
at which to test antibiotics in relation to 
the pharmacologic properties of each of 
them, and what levels can be obtained in 
the blood. 


Suppose we are dealing with the two 
so-called bactericidal agents, penicillin and 
streptomycin, one unit of which can easily 
be obtained by oral therapy and the aver- 
age injection of between 300,000 and 600,- 
000 of procaine penicillin. Five units re- 
quires vigorous intramuscular therapy, 
about 300,000 units every three to four 
hours around the clock. 


We have found that micrococcus pyo- 
genes are not very sensitive to penicillin; 
about 25 to 30 per cent are sensitive at 
these particular concentrations. With strep- 
tomycin the results are a little better. Tak- 
ing the Gram negative organisms as a whole 
there is little activity against these organ- 
isms by penicillin. On the other hand, strep- 
tomycin is effective against Aerobacter, of 
which Friedlander’s bacillus is a first cou- 
sin. In fact, we now consider Aerobacter 
and Friedlander’s together. We then can 
say that about 20 per cent of the Fried- 
lander’s Aerobacter group will respond to 
streptomycin at this concentration. 55 per 
cent of common coli should respond to 
streptomycin. Proteus does not do too well; 
the various proteus species gave only about 
17 per cent response. Pseudomonas is gen- 
erally resistant to streptomycin, and alcali- 
genes has a relatively low order of sensi- 
tivity. 


Chloramphenicol is quite effective against 
the micrococcus pyogenes. I do not want 
to leave with you the impression we still 
have 95 per cent sensitivity in our hospitals. 
The figures are now down to 75 per cent 
as a result of the invasion of epidemic strain 
in the past year and a half. The figures for 
the tetracyclines have fallen off more, down 
to less than 50 per cent at the present time. 


Proteus, largely responsive to Chloram- 
phenical and Pseudomonas failing to re- 
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spond to most of these broad spectrums, 
limits one primarily to the use of polymyxin 
or to special combinations to take care of 
these particular organisms. 

Alcaligenes responds fairly well to chlor- 
amphenicol and slightly less well to the 
tetracyclines. 


This in brief is the sort of data one 
should have because I feel that chemo- 
therapy should be instituted immediately 
upon knowing that you are dealing with 
a bacterial infection. Perhaps the most im- 
portant piece of evidence to obtain initially 
is a smear or some information as to the 
nature of the organism with which you are 
dealing. If you get a sputum smear, one 
can not, on the basis of finding a pneu- 
mococcus, a streptococcus, or hemophilus 
organisms, completely ignore the sensitivity 
tests because one knows right from the start 
that most of these organisms are quite sus- 
ceptible to penicillin or chloramphenicol or 
a combination of these two. He can forget 
about the sensitivity tests. Sensitivity tests 
should be reserved for those organisms par- 
ticularly in pulmonary infection where we 
suspect a gram-negative organism or where 
the staphylococcus is our offending organ- 
ism. 


One should not depend entirely on an 
inferior method such as the disc method 
for the selection of drugs, but should choose 
the drug that is most likely to give a re- 
sponse and treat with full doses as rapidly 
as possible. The evidence obtained from 
sensitivity methods should back you up in 
your initial choice of the drug. Anyone 
who waits for sensitivity results is deluding 
himself that he will be in a better position 
to select a drug adequately for the manage- 
ment of infections. 


Therefore, I would come back to the 
basic problem; that in the management of 
pulmonary infections, the common varities 
of pneumococci, streptococci, and hemo- 
philus are so susceptible to the antibiotics 
that it is not necessary to do the sensitivity 
tests. Secondly, when you do have an or- 
ganism such as a gram-negative rod or the 
staphylococcus, one should use the drugs 
that statistically in large collected series, 
or knowing your own local problem ex- 
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tremely well, are most likely to give ade- 
quate results and use sensitivity tests as a 
qualitative guide in backing up your deci- 
sion so far as antibiotics or any other anti- 
microbial is concerned. 


I have completely ignored the newer an- 
tibiotics, or some of the less commonly used 
ones. Certainly erythromycin and novobio- 
cin can be mentioned for management of 
gram infection. More recently kannomy- 
cin, bacitracin and polymyxin have estab- 
lished places for themselves in the manage- 
ment of gram-negative infections or some 
of the more resistant gram-positive infec- 
tions. But these are special cases. I think 
what we are concerned with as practicing 
physicians is a basic approach to the com- 
monly used antibiotics, and I hope I have 
shown you why the sensitivity tests do not 
necessarily always agree with your clinical 
results. 


Dr. Beatty: I am sure you have some 
interesting questions to direct to the panel. 
The floor is open. 


Dr. O’Brien: I would like to ask Dr. 
Eisman about the chemotherapeutic agents 
used for carcinoma of the lung, as_ to 
whether he feels that they have prolonged 
the lives of individuals with inoperable car- 
cinoma and whether the hospitalization and 
the cost to the patient for that period of 
time is better than using morphine at home, 
or some less exepensive agent for a lesion 
that we know is going to end fatally for the 
patient, and whether there is some proof 
that the chemotherapeutic agents actually 
help in the survival and the general clini- 
cal evaluation of the patient. 


Dr. Eisman: Your point is well taken, 
Doctor. It probably is true that so far as 
duration of survival alone is concerned, 
there is not much significant increase at 
the present time. However, when the agent 
is effective, the time left the patient to be 
alive is certainly much more tolerable and 
useful. The other part of the question has 
to do with cost and hospitalization. Most 
patients we are treating on an out-patient 
basis. They have been coming to the clinic 
at weekly intervals for an injection. 


A carcinoma of the lung was treated with 
nitrogen mustard after the first of April 
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and there was a dramatic response made 
about four weeks later. This remission was 
the expected clinical improvement, as you 
would imagine in cough and dyspnea. This 
diagnosis had been made on a superclivicar 
lymphnode and was bronchogenic carcino- 
ma. The improvement lasted about 17 
weeks, or four months. The four months 
that he was free of symptons after this 
course of therapy was a very comfortable 
period for him. 


I suspect that the duration of life itself 
hasn’t been significantly increased, al- 
though it has been increased a little. But 
many of these patients are being treated on 
an out-patient basis, and hospitalization is 
not used except when absolutely necessary. 


Dr. Mayock: I think we ought to point 
out that the study that Dr. Eisman is su- 
pervising so far as the University of Penn- 
sylvania is concerned on this adjuvant pro- 
gram will solve this problem for us probably 
in two years, according to our statisticians, 
and I think everybody connected with the 
chest has often wondered whether the gain 
was worth the gamble. I think we will have 
an answer not only in surgery but also, 
when you consider that these people are 
basically carcinoma patients, we will be able 
to tell whether the control versus the treat- 
ed series was actually aided, which we are 
all anxious to know. 


Dr. Beatty: Are there any other ques- 
tions? 


Dr. Frelich: I wonder if Dr. Eisman 
would have any comments on how to avoid 
carcinoma of the lung, or a prophylactic 
approach to it, in relation to smoking. 


Dr. Eisman: I shouldn’t get into it while 
I am smoking here. Res ipsa loquitur. I 
suspect that much of the data is real and 
should be accepted since, as you well know, 
there is a good deal of investigation going 
on as to whether it is the tobacco at all, 
whether it has to do with the arsenic con- 
tent of the soil in which the tobacco grows, 
whether it has to do with the composition of 
the cigarette paper, and so forth and so on. 

I suspect that in essence if we cut out 
smoking we would certainly reduce the in- 
cidence of carcinoma of the lung. By the 
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same token there must be other factors, 
too. For example I think in the pitch- 
blende miners in Czechoslovakia, the inci- 
dence of carcinoma of the lung runs 80 per 
cent of the people who have worked there 
for a period of time. This has nothing to do 
with whether they smoke or not. So that 
there are other exogenous agents besides 
tobacco. 


I don’t think one can honestly say that 
long, continued use of cigarettes has noth- 
ing to do with carcinoma of the lung. I just 
can’t stop it myself. 


Dr. Beatty: Are there any other ques- 
tions? 


Dr. Frelich: I wonder if Dr. Mayock 
would give us a little better rundown on 
what type of pulmonary function studies 
he thinks would be advisable to have in 
the office for example. 


Dr. Mayock: Yes, I would be glad to. 

There are many institutions in America 
that do bilateral pulmonary surgery and 
have no established pulmonary function 
unit. These are largely tuberculosis hos- 
pitals. The survival rate and production of 
pulmonary invalids is no less than any other 
institutions in the country. It runs about 
the same. This I think is a tribute to what 
can be done with very simple pulmonary 
function studies. In evaluating pulmonary 
function studies, however, one must take 
an overall approach to the problem, the 
history of the patient, cough, dysmea, es- 
pecially dysmea is extremely important; the 
physical evidences of pulmonary disease, 
areas of fine scattered rales, especially after 
the pertussive maneuver, are important in 
evaluating exactly what the patient’s over- 
all lung picture is. Often following tuber- 
culosis the disease will clear, but one will 
be left with an area of rales which is the 
result of damage done to the lung. This 
would be some hazard, especially if it were 
on the side that the patient was supposed 
to survive on after the other lung has been 
removed. 


The history and physical examination 
are first and foremost in the evaluation of 
the patient. The next important step, is 
fluoroscopy of the chest, done by someone 
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trained in dynamic fluoroscopy. As you 
know, we don’t use the fluoroscope for in- 
spection of the chest basically, if we are 
using it correctly today, in view of the ra- 
diation hazard. I think it is being over- 
emphasized in relation to its importance, 
but it still is important, and so long as we 
don’t have to use radiation, I feel that we 
shouldn’t. But a dynamic fleuroscopy of 
the chest—and by that I mean a careful 
examination as to the mechanics of the 
chest—one can, by noting the motion of the 
rib cage as opposed to the diaphragm, de- 
tect exactly how much function is present. 
The vital capacity depends on two things: 
One is the elevation of the chest cage and 
the other is the dropping down of the dia- 
phragm. And you have to see that under 
the fluoroscope if it is there. If it is not 
there, the person isn’t ventilating. So you 
can estimate how much ventilation is occur- 
ring on each side almost as well as with 
bronchospirometry. 


The detection of a paralyzed diaphragm 
by the sniffing test is helpful. If one has a 
patient take a maximum inspiration and a 
fast expiration, he can detect airway ob- 
struction, shifting of mediastinum, localiz- 
ing the areas of trapping. If you have a 
patient blow out rapidly during this period, 
you have done a one-and-three-second vital 
capacity because they can only blow out 
as fast as the thoracic cage can move. So, 
the fluoroscopy I would place second. 


Simply done is the vital capacity, con- 
firming what you have established with your 
hands, stethoscope and fluoroscope. They 
should all fit together. If they don’t, there 
is something wrong with either the patient’s 
cooperation or your estimation and you 
should recheck yourself. 


The one-and-three-second vital capacity 
will detect the actual patency of the air- 
ways. One normally blows out 81 per cent 
of one’s breath in one second and 100 per 
cent in three seconds. This can be visible 
and audible by all types of methods. You 
can see how fast the airway is able to 
empty. 


If you have done those studies the main 
problem left that you will not have an- 
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swered is the distribution of gas to areas 
which are receiving blood that they can 
exchange with. This usually goes with the 
airway obstruction, however, and it is un- 
usual to have an area of lung which is not 
profused and is ventilated, and vice versa. 
They usually both go down together. The 
diffusion problems are ordinarily recog- 
nizable on the simple PA of the chest. 
If there is something blocking between the 
capillary and the alveoli, under ordinary 
circumstances it is visible on the x-ray as 
a diffuse process or linear strands. 


Diffusion studies in the office are not 
necessary. If you think, “‘does this patient 
have a diffusion problem?” and go over the 
situation so far as the modalities that we 
have talked about, you almost always can 
determine it and make a good guess as to 
whether or not they are present. 


The maximum breathing capacity I think 
is important and easy to do in the office by 
some of the newer techniques because it 
gives you an overall estimation of the pa- 
tient’s ability to perform. It is about like 
running the mile. They have a very good 
maximum breathing capacity, it takes many 
things into account that one would have 
to test for individually, and if it is down it 
indicates there is something wrong with the 
previous evaluation. 


Going beyond that, I think a CO2 satura- 
tion, content, which is available in every 
hospital is an easy thing to do, hematocrit 
to determine whether or not polycytemia 
is present with enough oxygen saturation. 
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If you have these as a base line, going on 
to arterial gas studies involves a compli- 
cated team. If you want to determine dif- 
fusion compliance, airway resistance by the 
newer body plethysmographic studies, you 
get into a more advanced situation where 
you need a good pulmonary function lab- 
oratory. 


I would like to emphasize that many in- 
stitutions do bilateral surgery and evaluate 
the lungs by these simple methods and are 
able to do good surgery and have a high 
survival rate. 


Dr. Young: Would you emphasize that 
fluoroscopy isn’t a cursory procedure but 
requires proper acclimitation of the eyes and 
time spent on it? 


Dr. Mayock: Yes, indeed. I think with- 
out acclimitation of the eyes in terms of 
adaptation one is not only wasting his time, 
but it is difficult to get a satisfactory ex- 
amination. If the test is worthwhile, if the 
exposure is worthwhile in terms of the test, 
it should be done properly. 


Dr. Beatty: I think because of the lack 
of further time we will have to terminate 
the question period. Thank you, gentlemen 
of the panel, for this very interesting dis- 
cussion, and we appreciaate your coming 
down from Philadelphia to help us out. 


President Baker: I want to thank you 
Dr. Beatty, and you three gentlemen for 
this very interesting discussion. We appre- 
ciate it. 
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... for extended office practice use 


Methoxypromazine Maleate LEDERLE 


NEW PHENOTHIAZINE COMPOUND FOR THE LOWER AND MIDDLE RANGE OF DISORDERS 


<> Positive, rapid calming effect in mild and moderate cases. 
—@ Striking freedom from organic toxicity, intolerance, or sen- 
sitivity reaction—particularly at low dosage. a= Greater freedom 
from induced depression or drug habituation, «== May be use- 
ful, as with other tranquilizers, to potentiate action of analgesics, 
sedatives, narcotics. <—- Facilitates management of surgical, 
obstetric, and other hospitalized patients. <== Indicated when 
more than a mild sedative effect is desired...and less than psy- 
chosis is involved. ~«@ Dosage range: In mild to moderate cases: 
from 30 to 100 mg. daily. In moderate to severe cases: from 75 to 
500 mg. daily. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pear! River, New York 
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PARKE 


Gnititlutional Supifilter 
Uf Hine Foods 


COFFEE ‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 


Baynard Optical 
Company 


Prescription Opticians 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


MEDICAL CENTER 


1003 Delaware Avenue 


BAYNARD BUILDING 
5th & Market Sts. 


Wilmington, Delaware 


W e maintain 
prompt city-wide 
delivery service 


for prescriptions. 


CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 


Ferris Rd. & 
Delaware Ave. W. Gilpin Drive 
& Dupont St. Willow Run 
Dial Ol 6-8537 WY 4-370! 


about 


46 CALORIES 


per 18 gram slice 


INGREDIENTS 
WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Baked exclusively FOR YOU by 


Under License By National Bakers Services, Inc., Chicage 
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NORTHERN EUROPEAN MEDICINE AND INSURANCE 


CHARLES T. Pace, M.D. 


No American fails to be impressed by a 
trip to Europe. The museums, geography, 
history, and famous names and places are 
powerful stimuli. What excites the greatest 
interest in the tourist, though, is compar- 
ing differences between our young American 
culture and its older predecessor. 


More than 6,000 years ago a race of peo- 
ple called Nordics, speaking a Teutonic 
language, appeared in Germany. Later on 
they migrated into Holland, England, Den- 
mark, Norway, and Sweden, and after some 
fantastic and violent adventures have popu 
lated the United States, Canada, Australia, 
New Zealand, and South Africa. They have 
developed the highest culture in history and 
have set the pace, right or wrong, for what 
we call modern civilization. 


Let us compare two branches of the fam- 
ily, the American and European. 


The European branch is a mature so- 
ciety; the American a young one. Euro- 
peans are more civilized, more settled, more 
sophisticated, and better educated than we. 
This is true in all social levels; for example, 
illiteracy is non-exsistent in Holland and 
Scandinavia. They are better disciplined— 
child and adult—than we; more formal, 
more inhibited, less impulsive, and less 
friendly than we in the United States. 


They spend their time in different pur- 
suits; generally ours are passive, theirs ac- 
tive. We look at television and movies; 
they read. Every village in Northern Eu- 
rope has a good bookstore. We like specta- 
tor sports; they like participation sports. 
All ages and kinds of people engage in out- 
door exercise—walking, hiking, camping, 
bicycling, skating, and skiing. 


Another impression one brings from Eu- 
rope is that our greater material wealth is 
of no importance in assessing individual 
worthiness and national character. In fact, 


it may be a delusion serving to corrupt 
rather than strengthen. 


The most striking difference between 
Northern Europe and North America is 
economic. The United States, in spite of 
accelerating federal encroachment, is still 
a relatively free country. Our economy is 
more flexible, government control is not 
nearly so rigid, and we produce more of 
everything for everybody. The paradox is 
that we are moving toward the state owner- 
ship system—a system which produces less. 


This fact holds true for medicine and in- 
surance as it does for the remainder of 
our economy. In examining Europe we shall 
see where this process has run full course. 
Government administration of medical care 
and insurance is established in the coun- 
tries of Northern Europe. Let us look at 
them one at a time. 


GREAT BrITAIN 


The capacity to suffer without complaint, 
to accept adversity calmly, is the hallmark 
of the British. It characterized their con- 
duct during the War, and again, after the 
War when a socialist government appropri- 
ated and disturbed many segments of the 
economy. Medicine was one of these, and 
that this program has functioned as well 
as it has is more a tribute to the British 
doctors than to the efficiency of the system. 


Prior to 1948 medical care was run on 
about the same basis as it is here. People 
had private doctors who charged a fee only 
if the patient was able to pay. Hospitals 
were run in the same manner and admin- 
istered by physicians who charged nothing 
for their services. Hospitals without in- 
ternes were staffed by local physicians on a 
rotating call service for emergencies and 
for patients who had no private doctor. Par- 
liament voted for “free’’ medicine and, al- 
though the doctors were almost unani- 
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mously opposed, there was no attempt at 
revolt or strike; in fact, they made every 
effort to co-operate. Without the enormous 
financial subsidy of the United States this 
program would never have been installed. 
It cost four times what its socialist pro- 
ponents said it would in annual cost, and 
the expense has risen each year so that the 
health, welfare, and_ social insurance 
schemes in Great Britain now occupy 20 
per cent of the annual budget. 


This program includes doctor, hospital, 
mid-wife (many in Europe; few in United 
States) nursing, dentistry, spectacles, 
drugs, ambulance service, and home nurs- 
ing care. 


The program is called “insurance.” The 
employed pay 1.50 per week, the employer 
contributes 1.20 per week for a total of 
2.70. (Remember that in Britain salaries 
are 50-75 per cent lower than in the U. S.). 
This sum pays only a fraction of the total 
cost: 4/5 of the cost comes from taxes 
(mostly income tax). The beneficiary pays 
only 12 per cent of the cost of his own 
care. So, despite its name, it is not insur- 
ance. 


Each citizen in Britain has a card which 
he presents to a doctor of his choice, pro- 
vided the doctor wants him and does not 
have more than 3500 patients on his panel. 
The doctor is paid 4.00 per year for each 
patient, whether he sees him daily’or never. 
This doctor does not use the hospital, but 
sends patients to a doctor whose full-time 
work is in the hospital and who is paid a 
yearly salary. The patient cannot consult 
this doctor or go to hospital unless sent, 
except on his own responsibility. 


The advantage of the program is quickly 
stated, because there is only one. But that 
one is enough to guarantee that this pro- 
gram will be permanent: The patient does 
not have to pay for being sick, a responsi- 
bility none wants to assume. 


The disadvantages are more numerous; 
the high cost is the most significant. The 
cost is infinite and uncontrollable! Admin- 
istrative and hospital expenses are enor- 
mous. Hospitals are over-utilized, crowded 
and out-moded. For 14 years no new hos- 
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pitals have been built. The waiting list for 
elective admission to hospital is in some 
cases two years. This has caused a sort 
of “black market” in which a patient want- 
ing a hernia repaired, for example, will pay 
the cost so that it can be done immediately 
in a private clinic rather than wait for 
government facilities. This is not illegal 
but it is embarrassing to the government. 


Personal care by the physician and liaison 
between the doctors have deteriorated. The 
doctor now has no incentive to give com- 
prehensive care and uses hospitals far too 
much. Doctors are emigrating from Britain 
at every opportunity. 


The general practitioner is not satisfied, 
and his professional and financial status is 
poor. The way the program is organized 
puts a premium on inferior medical care. 
There is a shortage of physicians. There is 
no way for the good doctor to make a better 
income than the mediocre one. There is a 
decline in interest in government medicine 
on part of patients. Purchase of voluntary 
health insurance is rising rapidly in Britain. 


The major cost of this vast womb-to- 
tomb insurance program is hidden in taxes. 
It is becoming an insupportable burden on 
the British economy. But no _ politician 
would dare suggest a change. 


GERMANY 


All over Europe they are telling the story 
of the Russian sputnik which meets the 
American satellite in outer space and says, 
“There’s nobody out here but you and me, 
we can go ahead and talk in our native 
German.” The world knows that German 
minds built both those machines and that 
Germany is the peer of any nation in 
science. In addition to their scientific 
ability, the Germans have another quality: 
They are the best-disciplined people in the 
world. All the countries they occupied dur- 
ing the war confirm that fact and agree that 
their soldiers were much better disciplined 
than ours. No rape or looting for the Ger- 
mans. 


Germany was the worst-destroyed coun- 
try in Europe and is now the strongest. It 
has the longest work week in Europe. The 
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number of doctors produced in Hitler’s 
reign was three times the normal rate. 
Since the time of Chancellor Bismark, Ger- 
man medicine has been socialized. 


Germany is now two separate nations. 


East GERMANY represents the ultimate 
in socialism. The deplorable status of health 
care in East Germany is illustrated by the 
fact that when I was there last fall there 
was not a single pediatrician in the city of 
Leipsig. Leipsig is one of the oldest uni- 
versity and cultural centers in the world. 
It is a town of 600,000 people. Doctors 
have emigrated to West Germany, as have 
all professional groups. 


Medical care is not prospering. In view 
of the Germanic qualities of discipline and 
scientific achievement, and of the adequate 
supply of doctors, what else can be blamed 
but the intensely socialized system? Com- 
peting political parties have granted one in- 
crease after another in social welfare bene- 
fits, which, despite incredibly high taxes, 
are not covered by income. Doctors are 
paid according to a system that encourages 
inferior medical practice. Mortality of the 
newborn and maternal mortality are the 
worst in the western world. All services are 
over-utilized as everybody wants ‘“some- 
thing for nothing,” hospitals are crowded 
and bankrupt. Doctors and patients are dis- 
satisfied, but the public wants no reform 
that does not include the “free” principle. 


NETHERLANDS 


Holland was once a pastoral meadow, a 
great colonial power, a center of culture, 
and a haven of religious freedom. It is still 
intensely agricultural, but is now also in- 
tensely industrial—containing the largest 
oil and electronic industries in Europe. It 
has lost its colonies, the last one to go be- 
ing Indonesia—the world’s richest area and 
exploited by the Dutch for 300 years. The 
many Puritans and Jews who live there 
have made Holland a sober, conscientious, 
and cultivated nation. 


The Dutch fought the Germans bitterly 
in World War II and lost three times as 
many dead as the United States. The con- 
stant struggle against the sea has given a 
serious face to the national character. 
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It is the longest-lived country in the 
world, with lowest death rate and best 
maternal and new born health records. Most 
deliveries are done in the home, 40 per cent 
by midwives. 


Half the population is insured by a com- 
pulsory program, 2 per cent of employee’s 
salary paid by himself and another 2 per 
cent contributed by employer. Most of the 
remainder of the population belongs to pri- 
vate insurance groups. The distinguishing 
feature of Dutch medicine is that control 
of all phases of medical care, even public 
health and government subsidized activity, 
is largely in private hands. 


We doctors in America get poorer results 
than do the Dutch midwives. Reason: na- 
ture of the people. They are scrupulously 
clean, conscientious, come in for check-ups 
as ordered. The Dutch have no problem 
with primitive people as in United States 
and Southern Europe. It is not economics 
but character that produces good medicine 
in the Netherlands. Holland is a _ poor 
country. 


SCANDINAVIA 


If a world-wide popularity contest was 
held today the winners unquestionably 
would be the Scandinavians. A cynic might 
say it is because Scandinavia is too small 
for jealously; too remote for antagonism. 
That is true, but the real reason is that the 
inhabitants of Denmark, Norway, and 
Sweden are attractive. Other traits they 
share are a related history of struggle in a 
cold climate, and the oldest socialist govern- 
ments in the western world. They do not 
understand our system of capitalism, but 
they love our country. There are more 
Swedes in Chicago than in Stockholm; 
more Norwegians in New York than Oslo; 
and there is Danish blood in the veins of 
most people claiming English descent. 


In contrast to the puritanical Dutch, the 
Scandinavians have a religious attitude that 
can only be compared to the ancient 
Greeks. The tax-supported church gets 
little from the people in the way of tithe 
or time. While professing the same creed 
as we do, they do not turn out in great 
numbers for church on Sunday. So far as 
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their practice of Christian ethics is con- 
cerned, they are the equal of any of us. 
Their sexual mores are more liberal, particu- 
larly in Sweden. 


One will search Scandinavia in vain for 
a low class—a condition attributed by the 
citizens to their social system and by me 
to the nature of the people. Call it what 
you will, heredity or environment, but this 
is a hardy breed. Why then are they so- 
cialist? I can only suggest that they have 
had a highly-organized society for a thou- 
sand years, whether in Viking crews, fish- 
ing fleets or merchant navies. Until re- 
cently they have been poor; and they 
banded together a hundred years ago in 
voluntary insurance societies against dis- 
ease, or failure to return from a sea voyage, 
or other hazards faced in a harsh climate 
and a poor land. From this early associa- 
tion for “‘social security” the step to govern- 
ment management has been a short one. 


These countries are socialist to the core, 
and have been for so long that their so- 


cialist governments are actually cautious 
and responsible, and have even undone 
some of their socialism on occasion in the 
interest of efficiency. 


Scandinavia is the home of the welfare 
state and doing a good job of it. Why does 
it work so well? There are several reasons: 
small size, low population density, a highly 
literate, industrious and civilized people, a 
homogeneous national origin, no racial, re- 
ligious or ethnic division. This enables them 
to discipline the system. They don’t take 
advantage of it. There are no pressure 
groups to ask for special favors: anyone 
defrauding the operation is severely pun- 
ished. The people don’t ask more of the 
program than they put in it, and they ac- 
cept its limitations. They are satisfied to 
have less than the restless American. Their 
social system is unique in that the people 
contribute a large portion of the cost usual- 
ly through direct payment at the time of 
treatment in addition to insurance (Norway 
and Sweden). This is in distinction to 
Great Britain and Germany, and probably 
to United States if socialism comes here. 
In other words, Scandinavia is actively on 
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a rather sound basis. It is not all good 
though. 


What are the limitations of the Scandi- 
navian Socialist System? Highest taxes in 
free world; less productivity, less freedom 
of capital, less opportunity, less reward for 
the hard-working, the ambitious and the 
bright, a restricted economy, a shortage of 
capital. Example: housing shortage all 
over Scandinavia, even in rich Sweden. No- 
body in Scandinavia has to work (the gov- 
ernment will support him) but most of them 
do work. Three weeks mandatory vacation 
with pay is law. It is impossible for the 
average man to build up any savings. Taxes 
are incredibly high. One doesn’t “get 
ahead.” For what it is worth, I suggest an 
interesting corollary of this condition. Al- 
though America is a richer country and 
everybody has more, there is possibly more 
anxiety (so called insecurity) here than in 
Scandinavia. While I feel that one cause 
for this lack of work satisfaction a contrib- 
uting cause, is that in America everybody 
wants to “get ahead.” In Scandinavia a 
man cannot “get ahead.” There’s no where 
to go. So. he doesn’t worry about it. The 
Jensens can’t get ahead of the Olesens, so 
the Olesens don’t worry about getting 
ahead of them. Instead, the Scandinavian 
reads, has a leisurly chat, goes hiking or 
skiing and lets simple pursuits fill his days 
with contentment. 


One other point: They all work; there 
are no loafers. But the pace is not as fast 
as here. They don’t have as many people 
doing nothing as we, nor do they have the 
highly-charged economy that produces, at 
the opposite pole, the hard-working busi- 
ness man characteristic of America. 


NORWAY 


In a world ever becoming more modern 
and effete, more urban and crowded, Nor- 
way provides a welcome escape. Norge 
(pronounced Norr-guh) is a thousand-mile 
strip of mountains, split by long fingers of 
the ocean, and inhabited by a people com- 
bining the attributes of the mountaineer 
and the seaman. Their greatest asset is 
space: a scant 3% million of them enjoy the 
lowest population density in Europe, in a 
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country the size of California, but with one- 
fourth the population. It is the most sea- 
going nation in the world and its towns look 
like the United States of fifty years ago. 
They are the most out-door people in the 
Northern hemisphere. 


Add to those features a severe climate, 
saved from barrenness only by the bland- 
ishments of the Gulf Stream, and a heri- 
tage of Vikings, and you can imagine a dis- 
tinctive race. 


Isn’t it odd that these self-reliant, and 
individualistic people should produce the 
most socialist state outside the Iron Cur- 
tain? But, consider that only 4 per cent of 
the land is arable, that mountains tilt up 
the land, pushing the men to sea to earn a 
hard living, and that this united people 
have inherited a tradition of group action 
in a thousand years of sailing, and then so- 
cialism seems more logical. 


The poverty they have known until re- 
cently must also be considered. Norway is 
still a poor country, but of free men. They 
fought an epic struggle against the Ger- 
mans. 


About 1850 voluntary insurance groups 
were formed; they grew and coalesced. In 
1910 compulsory insurance for low income 
families became law. The income limit has 
been raised gradually and since 1956 com- 
pulsuory insurance has included all people 
living in Norway. If you go to Norway and 
fall sick you will be cared for at no cost. 


The Norwegian is insured against every- 
thing, but not for the full amount of many 
charges. He must pay some of the cost de- 
pending on the nature of the service. After 
the first two visits to the doctor, 34 of the 
cost of medical care is paid by the insur- 
ance program. Accidents and illnesses as- 
sociated with work (fishing, sailing, timber) 
are covered entirely by the state as are cer- 
tain long term diseases such as tuberculosis 
and mental disease. 


Hospital care is free. Private hospital 
care costs extra. The cost of drugs is borne 
mostly by the patient. Maternity care is 
covered. The midwife or doctor charges 
usual fee and 2,3 of cost is remitted by 
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the State. Half the deliveries are by mid- 
wives. 


Wage-earning beneficiaries are also paid 
cash sickness allowance for any illness last- 
ing more than three days. If death ensues 
a funeral allowance is paid. 


Cost of the scheme: 


1. Premiums pay half of cost. They 
range from 15 cents a week paid by stu- 
dents to 75 cents a week paid by over half 
of the working population. Premium is de- 
ducted from pay of wage earners; others, in- 
cluding unemployed, are required by law to 
make their own payments weekly. 


2. 30 per cent paid by employers. 


3. Remaining 20 per cent—divided be- 
tween national and county governments. 
So only 20 per cent is paid by general taxes. 


The Norwegian doctor is paid on a fee- 
for-service basis according to a fixed sched- 
ule, a system different from England (capi- 
tation) and Germany (number of sick 
cases he handles). One quarter of cost is 
paid by patient at time of illness. 


The result of this womb-to-tomb pro- 
gram is pleasing to patients. Taxes are fan- 
tastic; highest in the free world. No one 
builds an estate. Except for the shipping 
families there is no wealth in Norway. But, 
living seems to be as much fun there as it 
can possibly be. 


The scenery is unsurpassed. 
DENMARK (Spelled Danmark locally) 


An agricultural land jutting from Ger- 
many into the Baltic Sea, and separated 
from Sweden by four miles of water. The 
best-liked people in Europe by the Euro- 
peans, they are gregarious, consume more 
beer than anywhere in world, sophisticated, 
urbane. They travel widely and settle 
everywhere and are very quick to adjust to 
any people or any custom. Copenhagen is 
an international city—tourists from every- 
where. Oslo and Stockholm are not. 


Taxes are confiscatory and although 
there is nothing left after paying for it, 
they like their welfare state. 


Pre-payment of medical care began a 
hundred years ago as voluntary societies for 
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sickness benefits. The program was and is 
administered by private companies, but now 
there is government subsidy. Administra- 
tion costs of private companies are much 
less than that of government-administered 
portions. Insurance is not compulsory (in 
contrast to Norway). 


5 per cent of population—classified as in- 
digent, Government pays. 


85 per cent of population—pay a month- 
ly sum into insurance Company up to 
16,000 K (2500.00). 


All pay same sum. This covers 2/3 of 
their medical cost. 1/3 comes from taxes. 

10 per cent pay their own way. May join 
an all private program if they desire. (above 
16,000 K). 


Unlike Norway and Sweden, the Danish 
patient pays none of the cost of his visit. 
The Norwegians and Swedes have patient- 
pay, 25 per cent of the cost to 100 per cent 
(in some cases, such as unwarranted night 
calls). There is friendly argument across the 
Baltic about the virtues of each method. 


In Denmark patients cannot change doc- 
tors unless referred. Night calls are done 
on rotation service of younger doctors. They 
work strictly by appointment, do not an- 
swer telephone, and walk out promptly at 
5:00. No emergencies are answered except 
by rotating call service. They do not work as 
hard as doctors in United States. 


Doctors are paid directly by State on a 
fee-for-service basis. 


Hospital doctors are paid by salary; 2-3 
hours of private practice per week. Hospital 
admission is free; paid by tax income. The 
system is generally satisfactory to patient 
and doctor; like the others, it suffers from 
rigidity. 

SWEDEN (They call it ‘““Sverige’’) 


If the English are the most mixed-blood- 
ed of the Nordics, the Swedes are the 
purest. 


Be The Swedish Saxons made fewer Viking 
oa excursions than their neighbors, and were 
protected by mountains and sea from inva- 
sion. Perhaps their remoteness explains the 
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opinion of their Danish and Norwegian 
cousins that the Swedes are somewhat cold, 
distant, selfish, and unfriendly. This repu- 
tation was not improved by the events of 
World War II in which the Swedes got rich 
by the simple expedient of staying out, and 
allowed the German troops to pass through 
by train to subdue the Norwegians. 


Swedish women are best-looking in world. 


Sweden’s chief difference from Norway 
and Denmark is that Sweden is rich. A 
hundred years ago Sweden was as poor as 
Norway and Denmark, and people mi- 
grated in great numbers to United States. 
But its hydroelectric power, iron ore and 
steel mills, automobile factories, and free- 
dom from war have changed that picture. 
With Switzerland and the United States, 
it is one of three richest countries in world. 
Money is making the Swedes, like the Amer- 
icans, effete, decadent, and soft. Sweden has 
a strong shipping industry with Norwegians 
and Danes outnumbering Swedes in crews 
because of higher pay than they can get 
at home. 


The socialistic state is in charge in Swe- 
den and evolved from private associations 
just as in Norway and Denmark. 


The economy is heavily controlled and 
restricted. There is a severe housing short- 
age. The ambitious prefer the United States 
system and there is a growing free-enter- 
prise party. Generally, however, economy 
is like other Scandinavian countries except 
richer. The medical care system is like 
Norway in that patient pays part of cost. 
Medical care is good, but not as convenient 
for patient as here. The patient does as he 
is told, since he has little alternative. 


CONCLUSIONS 


The chief difference between Europe and 
America is economic. The world-wide so- 
cial revolution, in which capital and power 
are passed from the individual to the gov- 
ernment, has progressed further in Europe. 
Medical care and insurance are one part of 
the general situation involving the total 
existence of a nation and its people. 


The popularity of these social welfare 
programs is due to the belief that they are 
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free, since payment is always indirect. The 
average man likes having the responsibility 
for his welfare in other hands than his own. 
The price he pays is measured in confisca- 
tory taxes, inability to accumulate savings, 
reduced opportunity, strong controls, and 
restricted economic freedom, lower produc- 
tivity, and the danger of the tyranny that 
comes so easily when the government has all 
the money and all the power. 


Aside from these auxiliary liabilities, I 
believe the system of government medicine 
is itself inferior and that American-free en- 
terprise medicine is better. 


1. European medicine is less productive 
and less efficient. 


2. The United States leads in medical 
research. 


3. European doctors who have studied 
here are filled with admiration for our sys- 
tem. 
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4. There is more medical care available 
in the United States. 


5. Federal medicine cannot be controlled 
in a democratic country. Costs will become 
ruinous, or Government too strong. 


6. Abuse of the system is unavoidable 
and uncontrollable. 


7. No one body should be allowed to ac- 
quire a monopoly in medical care. This 
places the doctor at the mercy of forces 
which may have no interest in, or sympathy 
for the personal and confidential relation- 
ship that ought to exist between doctor and 
patient. 


The only alernative to federal control in 
the United States is preservation of volun- 
tary pre-payment plans. Otherwise another 
segment of our economy will slip into gov- 
ernment ownership. 


This is an awesome responsibility for the 
insurance industry. 
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OUR MUSCLES 


KENNETH M. Corrin, M.D.* 


Good muscles are important for the 
maintenance of health. They are the largest 
functional organ in the body and “complete 
almost one half of the weight of the human 
body”—Fulton’s Physiology. ‘They are 
found in every organ and tissue, carried 
there in blood vessel walls. Muscles are of 
great importance in the oxygen-glucose me- 
tabolism and the blood vascular circulation 
of the body, especially in pumping venous 
blood back to the heart. Physical and men- 
tal health, personality, organ function and 
entire well-being depend largely on healthy 
muscles. One cannot have soft flabby body 
muscles and expect to have a good heart 
muscle, good blood vessel muscles or good 
stomach muscles. The state of muscle tone 
is especially important in the sick and in 
the aged. 


Some examples of the harm of muscle 
inactivity are the following: 


In fattening livestock, confining to pre- 
vent exercising plus over-feeding, results in 
increased fat deposits in and around the 
muscles as seen in the marbling and fat lay- 
ers in prime beef. 


Monday-morning sickness in horses was 
a common condition in big draft animals 
formerly used in the brewery trade. When 
these large heavily muscled, heavily fed, ac- 
tive horses were left tied in their stalls over 
long week-ends, they often developed para- 
lysis of the hind quarters with blood in the 
urine due to impaired carbohydrate metab- 
olism. Placed in a large corral where they 
could exercise freely, this condition was 
avoided. 


The Monday morning malaise which 
many men and women experience is appar- 
ently similar, resulting from over-eating, 
often with over-indulgence in alcohol and 


*Senior Attending Physician, Section of Neurology, Wilmington 
General Hospital. 


tobacco, in the absence of the usual daily 
exercise obtained at work. 


Impaired carbohydrate metabolism of 
muscles is a common cause for many men 
and women feeling toxic, sluggish and half 
sick without knowing what is wrong. When 
more food is eaten than is necessary, with 
a deficiency of muscle activity and oxyge- 
nation, the excess glucose circulates in the 
blood stream impairing the smooth func- 
tioning of every organ in the body, eventu- 
ally to be stored as fat. The onset of this 
subacute toxic state is often so gradual and 
insidious that it is overlooked by both doc- 
tor and patient. 


Sudden hear failure, often in men in their 
fifties, is relatively common today. Many 
of these patients, apparently in good 
health, fail to show definite thrombosis or 
other pathology in coronary arteries suffi- 
cient to cause death. A preceding heavy 
meal, slight exertion, or a chronic fatigue 
state are common in such histories. One 
cannot but wonder what part lack of exer- 
cise, poor muscle tone including the heart 
muscle, plus chronic fatigue play in such 
deaths. Some of these deaths are prob- 
ably preventable by paying a little more at- 
tention to the general health, maintaining 
good muscle tone by proper exercise and 
the avoidance of chronic fatigue. 


The retired business man who does not 
have a definite exercise program but sits 
about most of the day frequently develops 
muscle pains, rheumatoid arthritis, indiges- 
tion, constipation and general malaise. If 
this condition is not corrected he may not 
live long. When such a person eats less, 
takes regular exercise to keep his weight 
down to normal and keeps his mind active, 
he soon corrects the condition. The person 
confined to bed with a prolonged illness 
such as heart disease, without passive mo- 
tion, massage or exercise of any type, often 
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arises to find himself so weak that he can 
hardly stand alone. This is not a question 
of equilibrium but of muscle weakness from 
disuse. Urologists have long known that 
body or leg casts, applied for long periods 
to prevent movement, tend to produce uri- 
nary calculi. The recumbent position for 
long periods also tends to favor thrombi 
formation. 


How can the middle aged person keep 
the weight down, the muscles in good con- 
dition and all the organs functioning at 
their peak of efficiency? There are several 
basic principles which may be utilized when 
one begins to feel the need of special atten- 
tion to this phase of health. 


Diet of course, is important, not so much 
what is eaten as how much. Here the “plat- 
ter method” usually obtains the best re- 
sults. With the beginning of each meal the 
person should stop and think—‘‘How much 
and what kind of food does my body need?” 
Only that amount should be put on the 
plate and eaten. Of course there should be 
no eating between meals or at bedtime, and 
a minimum of fats and carbohydrates is 
essential. 


Daily exercise such as walking in the 
fresh air is important. Walking leisurely 
with the mind and body relaxed, free from 
ension, is probably the best all-around exer- 
cise for the average man or woman. Every 
opportunity should be taken to walk short 
distances rather than ride. Many benefit 
from a short walk before retiring. For the 
sedentary office worker, when practical, 
walking to and from work is a good rule. 
For the recuperating patient or the retired 
person, a 20 minute walk may be taken be- 
fore breakfast and an hour again before the 
evening meal. A few vigorous calisthenic 
exercises in the morning with deep breath- 
ing are favored by others. Naval men, con- 
fined on shipboard for days at a time, keep 
their muscles in condition by walking about 
the deck for a half-hour daily, breathing 
deeply and flexing and relaxing all of the 
large muscle groups of the body under vol- 
untary control. The retired person with 
plenty of time may combine daily sunbath- 
ing with resistant exercises, flexing and 
stretching and self massage. Body massage 
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by a professional, combined with ultra- 
violet ray therapy, may be taken regularly 
by those who can afford the time and 
money. The person confined to bed may 
systematically flex and extend, or raise and 
lower the extremities. The Sandow (vibra- 
tory) exercises, are ideal. This consists in 
raising an extremity, preferably while lying 
down, and flexing and extending in a series 
of short jerky movements, rather than the 
flexion or extension in one long sweeping 
movement. Massage with passive, resistant 
and vibratory movements should be an im- 
portant part of the doctor’s therapy for all 
patients confined to bed for more than two 
or three weeks, especially hospital cases. 


Hobbies involving walking and other 
forms of muscular activity are helpful in 
maintaining muscle tone. A Turkish pro- 
verb says, “Dreaming goes afoot but who 
can think on horse-back.”’ Horse back rid- 
ing, hunting, fishing, tramping, geology, 
paleontology and botany are examples. 

Systematic rest periods should alternate 
with work periods to keep muscles in 
good tone. Fatigue, the result of insufficient 
rest, often leads to nervous exhaustion with 
depression. The best preventive is mid- 
morning and mid-afternoon rest periods, or 
a rest period lying down after lunch. For 
the one who cannot rest after lunch a short 
rest before the evening meal is a good sub- 
stitute. It is only when one is lying down, 
relaxed, that the heart muscle has an op- 
portunity to rest. Evenings should not be 
filled with activities. To entertain friends, 
play cards, attend a dance, or the theatre is 
good rest for the mind but not for the heart 
muscle which must continue working full 
time. One should avoid keeping on the feet 
and going every minute of the day. Learn 
to relax and rest periodically. Living in a 
mechanical age produces sedentary habits 
which, for most city dwellers, makes 
planned exercise necessary for good health. 
Physicians, as a rule, should give more at- 
tention to the care of their patient’s muscu- 
lar systems, as well as their own. For good 
muscle tone, free from tension and fatigue, 
one should have eight hours of sleep, an 
hour of mid-day rest lying down, three reg- 
ular well balanced meals daily and 24 hours 
of fresh air. 
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PRESIDENT’S PAGE 


By the time this message can be pub- 
lished, the Medical Society of Delaware and 
the Delaware State Medical Journal will 
have moved to new offices in the Academy 
of Medicine Building. We hope that this 
will be a permanent home for our head- 
quarters and for the Journal, which in the 
past forty years has been issued from the 
duPont Building, Citizens’ Bank Building, 
North American Building, and 621 Dela- 
ware Avenue. The Journal plans to cover 
the new building in a dedication issued this 
fall, but we hope that many physicians will 
have visited it before then. 


Delaware’s Medicare contract was re- 
newed this April in exercises of the author- 
ity granted the Council by the House of 
Delegates. The present Medicare contract 
expires April 30, 1960. 


As this is written, House Bill 211 is ex- 
pected to pass the General Assembly, cre- 
ating a Delaware Citizens’ Council on 
Aging. The purpose of the proposed Coun- 
cil is to focus the attention of all segments 
of society to the problems of the aged, 
study these problems, and plan accord- 
ingly. Medicine will, of course, be among 
the groups represented on the Council. The 
Medical Society’s Committee on Aging has 
considered and endorsed the proposal: the 
Chairman, Dr. Clarence J. Prickett, has 
written Governor Boggs offering the So- 
ciety’s cooperation in the Council’s work, 
in whatever way the Governor feels appro- 
priate. 


Bertholon-Rowland, Philadelphia insur- 


ance agency, is now in its sixth year of 
underwriting a group accident and health 
plan for the members of the Medical So- 
ciety of Delaware. We have recently re- 
ceived a summary of the first five years’ 
experience from Bertholon-Rowland, and 
have written to each of the eighteen Dela- 
ware doctors who have received benefits 
under the plan, asking for an evaluation of 
the service the company has rendered. Our 
conclusion has been that Bertholon-Row- 
land has been administering our accident 
and health plan fairly and well. The com- 
pany is preparing a follow-up solicitation 
for new members and for old members who 
wish to elect or extend coverage under this 
plan. While the Society does not recom- 
mend this policy over any existing county 
medical society policies, we do feel that our 
plan offers reputable and reliable insurance 
for those who wish it. 


In accordance with the House of Dele- 
gates’ expressed belief that Delaware’s dis- 
pensing opticians should be supported in 
their fight for licensure, representatives of 
the Medical Society appeared at a public 
hearing to support Senate Bill 99, the Op- 
ticians’ Licensing Act. Dr. W. O. LaMotte, 
Jr., Chairman of the Committee on Public 
Laws and Mr. Lawrence Morris, Jr. spoke 
in favor of the bill, with Mr. Gilbert Kirk, 
President of the Delaware Society of Dis- 
pensing Opticians. The bill was opposed by 
representatives of the Delaware State Op- 
tometric Association. At the time of this 
writing, the bill has been reported favor- 
ably by the legislative committee, but has 
not been voted upon by either house. 
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Five hospitals in Delaware, one from each 
community having a general hospital, have 
elected to participate in the two-way FM 
radio conferences for medical education, 
planned under the supervision of the So- 
ciety’s Committee on Education. The proj- 
ect has received a tremendous boost from a 
grant from Smith, Kline & French Labora- 
tories. A program committee of Delaware 
doctors, representing each of the hospitals 
involved, met in May with Dr. Fred MacD. 
Richardson of the Pennsylvania Hospital’s 
extension service and others, to determine 
subject matter, programming and schedul- 
ing for the series. Provided that equipment 
(some of it is custom-built) can be installed 
by October, the committee plans to begin 
the medical education broadcasts on a 
weekly basis during the academic year of 
1959-1960. This is a project which we 
think promises tremendous benefits to Del- 
aware doctors in the continuation of their 
education. 


Since June is the end of the academic 
year and mid-point of the fiscal year, it is a 
good time to spend a moment of reflection 
on the situation of the nation’s medical 
schools. As we know, our system of medical 
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education is dependent upon the freedom 
of the medical schools from outside inter- 
vention. It is fair to say that each of us 
feels an obligation to his own medical 
school, and that the American Medical 
Education Foundation offers the _ best 
means we have for helping our schools. 
Each dollar contributed to the A.M.E.F. 
provides leverage for fund raising from 
other sources, as it gives concrete evidence 
of American physicians’ support of their 
own schools. Every dollar sent to the 
A.M.E.F. and earmarked for any medical 
school you wish, goes in entirety to that 
school. The A.E.M.F. keeps nothing for ex- 
penses, bookkeeping or anything else. All 
overhead for the Foundation is paid by the 
A.M.A. Therefore, I urge you to contribute 
to the school of your choice, or to medical 
education in general, through the medium of 
the A.M.E.F. Your contribution can be sent 
directly to the American Medical Educa- 
tion Foundation at 535 North Dearborn 
Street, Chicago 10, or to the office of the 
Medical Society of Delaware, 1925 Lover- 
ing Avenue, Wilmington 6. 


A. R. Shands, Jr., M.D. 


President 
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MEREDITH IVOR SAMUEL, M.D., 1875-1959 


President of the Medical Society of Delaware for 1939, Doctor 
Samuel was born in Providence, Pennsylvania and died in Wil- 
mington. Active for years in the Delaware National Guard and 
Army Reserve Corps, he was a charter member and first State 
Commander of the American Legion. A veteran of foreign service 
in World War I, he was active in the Veterans of Foreign Wars as 
well as the Veterans Administration. 


Doctor Samuel was untiring in his efforts to help the sick vet- 
eran and will long be remembered by those he befriended. 
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THE CLINICAL LABORATORY 


The role of the clinical laboratory and 
its relationship to clinical medicine fre- 
quently is the subject of discussion. There 
are physicians who criticize their colleagues 
for an overdependence on the laboratory in 
the practice of medicine. There are physi- 
cians who criticize the laboratory because 
of a belief that it is impossible to have 
needed procedures done at the proper time. 
And finally, there are laboratory techni- 
cians who believe that most doctors require 
all of their laboratory work to be done on 
an emergency basis and then never stay in 
the hospital long enough to obtain the re- 
sults. These viewpoints are divergent and, 
for the most part, are unfounded on fact 
and can best be dispelled by an examina- 
tion of some well known facts. 


The clinical laboratory is of great help 
in the practice of medicine and surgery. 
Merely reviewing some of the important 
uses of the clinical laboratory in the treat- 
ment of heart disease, a very limited spe- 
cialty of internal medicine, will show its 
great importance. 


CORONARY ARTERY DISEASE 


Coronary insufficiency resulting in angina 
pectoris or myocardial ischemia usually is 
due to a narrowing of a diseased coronary 
artery. Not infrequently, however, it may 
occur in people with relatively normal coro- 
nary arteries in whom there is a severe de- 
gree of anemia. This frequently is seen in 
elderly people with carcinoma of the ascend- 
ing colon. In such instances, a simple labo- 
ratory procedure such as determination of 
the hemoglobin, red cell count, and hemato- 
crit determination will point to the correct 
diagnosis and enable the physician to in- 
stitute immediately the proper treatment. 


In myocardial infarction, the laboratory 
is important in diagnosis and in determin- 
ing the amount of tissue damage by pro- 
cedures such as the white cell count and 


sedimentation rate. The serum glutamic 
oxylacetic transaminase (SGO-T) reaction 
is relied upon quite heavily by some clini- 
cians in the diagnosis of myocardial inarc- 
tion. An integral part of this diagnosis is 
the detection of coexistant diabetes. In 
this, the laboratory is most important. 


In the treatment of myocardial infarc- 
tion with the use of anticoagulant drugs, 
the prothrombin time is important both 
from the standpoint of over and under dos- 
age. If a heparian type of drug is used, a 
coagulation time is necessary. Regardless 
of which anticoagulant is used, urinalysis is 
helpful in detecting early signs of bleeding 
from the urinary tract. 


In the study of coronary disease as a 
whole, the blood cholesterol is of impor- 
tance. Some investigators using the ultra- 
centrifuge believe that there is a definite 
relationship between coronary artery di- 
sease and lipid molecules of a large size. 


RHEUMATIC HEART DISEASE 


In the diagnosis of rheumatic fever, the 
tissue reaction as manifested by the sedi- 
mentation rate, the white blood count, and 
the C-reactive protein are most helpful. An- 
tistreptolysin and antifibrionolysin titers 
are more specific evidence of preceding 
streptococcal infection. When a rheumatic 
valve reaches the stage where surgery is of 
help, blood transfusions, the determination 
of electrolytes, and other laboratory pro- 
cedures incident to surgery are most help- 
ful. 


SUBACUTE BACTERIAL 
ENDOCARDITIS 


In the diagnosis of subacute bacterial 
endocarditis, blood cultures are most help- 
ful and necessary. Determination of anti- 
biotic sensitivity is a portion of this study. 
As in other conditions, the blood sedimen- 
tation rate will give some index of tissue 
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damage. This condition is usually accom- 
panied by severe anemia. 


HYPERTENSIVE CARDIOVASCULAR 
DISEASE 


In this condition it is most important to 
rule out the few removable causes of high 
blood pressure. A general renal survey is 
always indicated which, in addition to urin- 
alysis, includes PSP test and urea clear- 
ance determination. The most common re- 
movable cause of hypertension is a tumor 
of the chromaffin cells known as pheochro- 
mocytoma. In the past, the best method of 
demonstrating this condition was either to 
do a provocative test (one in which certain 
substances are given to the patient to bring 
on an attack of hypertension) or else to 
give the patient a medication that will re- 
duce the blood pressure if the patient is 
seen during an attack. These tests are not 
too accurate and certainly are not without 
danger. At the present time, we are able 
to obtain bio-assay of the catechol amines. 
This method is considerably more accurate 
and necessitates only an examination of the 
patient’s urine. 


CONGENITAL HEART DISEASE 


Most patients with cyanotic heart di- 
sease have polycythemia. The degree of this 
of course is determined by laboratory tests. 
In the technique of cardiac catherization, a 
procedure that is most important in defini- 
tive diagnosis, the oxygen saturation of the 
blood obtained from different chambers of 
the heart is most important in correlation 
with the pressures obtained from these 
same chambers. 


THYROID HEART DISEASE 


It has been known for a long time that 
under or over function of the thyroid gland 
can be the precipitating cause of serious 
heart disease. In the diagnosis of both over 
and under functioning of this gland, the 
laboratory is important. The basal meta- 
bolic rate, the blood cholesterol, the blood 
protein bound iodine, and the uptake of 
radio-active iodine are most important. If 
the diagnosis is made sufficiently early, 
these dysfunctions of the thyroid can be 
corrected in time to result in a complete 
clinical cure of the heart disease. 
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CONGESTIVE HEART FAILURE 


It has been well demonstrated that con- 
gestive heart failure is associated with so- 
dium retention. In our treatment of con- 
gestive heart failure, the loss of potassium 
together with the loss of sodium frequently 
result in severe side effects that are equally 
serious as the condition under treatment. 
It is obvious that the laboratory is of ut- 
most importance in the diagnosis and treat- 
ment of these conditions. 


HEART DISEASE OF 
UNUSUAL CAUSE 


Several decades ago syphilitic heart di- 
sease was a common condition. It is a trib- 
ute to the laboratory and the laboratory 
working together with the clinician that 
this type of heart disease may now be con- 
sidered one of the unusual types. The uti- 
lization of the laboratory in the diagnosis 
and treatment of syphilis is obvious. 

The same may be stated to a somewhat 
lesser degree about tuberculosis. Tubercu- 
losis was at one time a frequent cause of 
pericardial disease. The new antitubercu- 
lous drugs plus the close cooperation of the 
laboratory has made this condition rela- 
tively uncommon. 


Lupus erythematosis and amyloid disease 
are two of the uncommon causes of heart 
disease. Both of these conditions are diag- 
nosed only by means of laboratory tests. 
The same is true of some of the other un- 
common infectious diseases. Finally, the 
role of virus infections has long been ne- 
glected as a cause of myocardial damage; 
this important group of diseases will as- 
sume their rightful role in the cause of 
heart disease. This will be seen with the 
development of virus laboratories. 


The above is a brief outline of the use- 
fulness of the laboratory and the impor- 
tance of laboratory examinations in the 
diagnosis and treatment of a small seg- 
ment of patients encountered in medical 
practice. Should anyone object that the 
modern physician can not practice medicine 
without the laboratory, let us emphatically 
plead guilty. But, in addition, let us be 
thankful that we have excellent laboratories 
in our community. 
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controls 
stress 


relieves 
distress 


Pro-Banthine with Dartal 


Pro-Banthine— 

unexcelled for relief of cholinergic spasm— 

has been combined with 

Dartal— 

new, well-tolerated agent for stabilizing emotions— 
to provide you with 

Pro-Banthine with Dartal— 


for more specific control of functional gastrointestinal 
disorders, especially those aggravated by emotional 
tension. 


Specific Clinical Applications: Functional gastroin- 
testinal disturbances, pylorospasm, peptic ulcer, gas- 
tritis, spastic colon (irritable bowel), biliary dyskinesia. 


Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets containing 15 mg. 
of Pro-Banthine (brand of propantheline bromide) 
and 5 mg. of Dartal (brand of thiopropazate dihydro- 
chloride). G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 
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( HYDROCHLOROTHIAZIDE ) 
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«it’s as easy as 1, 2,3 to use 


ww 


(HYDROCHLOROTHIAZIDE ) 


Initiate therapy with HYORODIURIL: one 25 mg. tablet or one 50 mg. 
tablet once or twice a day. HYDRODIURIL by itself often causes an adequate 
drop in blood pressure over a period of two to three weeks. This may be all the ! 
therapy some patients require. 


Add or adjust other agents as required: HyoroDIURIL enhances the 
activity of all commonly-used antihypertensive agents; thus, the dosage of 

other medication (rauwolfia, reserpine, hydralazine, veratrum) should be initiated 
or adjusted as indicated by patient condition. If a ganglion-blocking agent is 
contemplated or being used, usual dosage must be reduced by 50 per cent. 


Adjust dosage of all medication: the patient must be frequently 
observed and careful adjustment of all agents should be made to establish 
optimal maintenance dosage. 


Supplied: 25 mg and 50 mg scored tablets HyORODIURIL (Hydrochlorothiazide) bottles of 100 and 1,000. 
Additional literature for the physician is available on request. 


HYODRODIURIL is a trademark of Merck & Co., Inc. Trademarks outside the U S -DICHLOTRIDE, DICLOTRIDE, HYDROSALURIC. 


MQ MERCK SHARP & DOHME, Diwiston of Merck & Co., Inc., Philadelphia 1, Pa. 
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-Ten 


lergic 


rhinitis; and in urticaria, 


atopic and contact 
inc., 


: Oral 
(12 mg.), 
Dimetane 
-100 


(4 mg.), 
ir (2 mg./5 cc.) 


Tablets 

Elix 

Parenteral 
Robins Go., 


Richmond 20, Virginia 


all symptoms of al 
dermatitis. The summary 
conclusion of extensive 
clinical studies to date: 
Dimetane provides 
unexcelled antihistaminic 
potency with minimal 
Forms available 
Injectable (10 mg./cc.) 


Dimetane works in 
Extentabs® 
or Dimetane 


A. Hi 


*1. Borrus, J. C.: J.AM.A. “eal S.: J.A.M.A. 157:1594, April 30, 
1955. 5. Lemere, Meg | 4. B. and C.: Lav. neuro- 
psichiat. 18:693, 1& 5. Sellilgp.: J. Clin@? Exper. th. 17:7, March 1956. 6. Berglund, 
M., Blumenthal, Bay Plordh, P.¥ ska 14k. 3362, Dec. Gi 1956. 7.9. Sel, H. A., Wood, J. A. 
and Dixon, H. H.: | w Yo é >. 67:780, May 9, 1957. Stiolli Vwime2., Elkins, H., Hiler, 
E. G. and St. Ann. New Acad. Sc. 67:789, May 9, 9. Rass. med. 34:233, 
July-Au 957. 10 R. et alg J. Pediat. axis 20:27, viklund, Anaes- 
thesi st Aug 12. Tucker, W. I.: Sou J. 50:1111, Sept. 195 5. Rolandi Attual. 
Nov.-Dec. 1957. 14. W.: Klin. Mona Augenh 2):224, 

is. and Ceroni, T.: Oto- ering. ital. 26(2):143,/1958. 16. 
49:1914, S958. 17. tuso, R. F.: #3(1):36, 1959. 
Gazz. med. ital. R. J. Indian M. ! Feb. 
m.: Lyon méd. 19 March 2, 
| @Ailander, H. | Cardiol. 
| linics 171: 1958. 26. eRobinson, H. M.,@r.: South. 
M. J. 517389, April 1958. 27. S. and L.: Nd! 58:1285, April15, 1958. 
28. Bouquerel, J., Naviau and @ ne: Ann. méd. = leans ne 1958. 29. Reboul, E., Reboul, 
M. and Dorgeuille, C.: Maroc } 37:784, July 1958. 30. BER rem. Lyon méd. 200:885, Nov. 1958. 
31. Lamphier, T. A.: Maryland MIB@. 7:627, Nov. 1958. 32. Leuke—MM® Med. Klin. 53:2113, Dec. 1958. 


nervous, tense patients 
recovered 


For your patients, Miltown promptly checks emotional and 
muscular tension. Thus, you will make it easier for them to 
lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 
sion without impairing your patient's mental efficiency, motor 
control, normal behavior or autonomic balance. 


Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


Wy) WALLACE LABORATORIES, New Brunswick, N. ]. 


CM-9197 
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AIDS EMOTIONAL ADJUSTMENT 
TO CHRONIC ILLNESS 


Through effective relief of anxiety, irri- « 

tability, insomnia and tension, Miltown Mi Itown 
aids the patient to “live with his dis- 


meprobamate (Wallace) 


ease,” especially during difficult adjust- 
ment neriosds Available in 400 mg. scored and 200 mg. sugar- 
- : coated tablets; bottles of 50. Also available as 


Miltown is well tolerated and “there- MEPpROSPAN* (200 mg. meprobamate continuous 
ore well suited for prolonged treatment "“!e@s¢ capsules) and MEPROTABS* (400 mg. 
in chronic disorders with emotional com- 


plications.” (Friedlander, H. S.: Am. J. When mental depression complicates chronic 
disease: DEPROL* (1 mg. benactyzine HCI plus 


Cardiol. 7:395, March 1958.) 400 mg. meprobamate). OTRADE-MARK 
(Fi) WALLACE LABORATORIES, New Brunswick, N. J. 
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If she needs nutritional support... she deserves 


Vitamin-Minera! Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 


general use... 
in general practice 


fast, effective and long-lasting relief from... 


BURNS — sunburn, cooking, ironing 


PAIN — hemorrhoids and inoperable anorectal 
conditions, cuts and abrasions, cracked nipples 


ITCHING — insect bites, poison ivy, pruritus 


The water-soluble, nonstaining base melts 
on contact with the tissue, releasing the Xylocaine 
for immediate anesthetic action. It does not 


interfere with the healing processes. 
Astra Pharmaceutical Products, Inc., 
Worcester 6, Mass., U.S.A. 
XYLOCAINE’ 
POR | 


(brand of lidocaine*) 
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U.S. PAT. NO. 2,441,498 MADE IN U.S.A. 


Can antacid therapy be 
made more effective? 


THE MOST SIGNIFICANT IMPROVEMENT 
ANTACID THERAPY SINCE THE INTRODUCTION 
OF ALUMINUM HYDROXIDE IN 1929 


Each Creamalin Antacid Tablet contains 320 mg. specially processed, highly reactive, short poly- 
mer dried aluminum hydroxide gel, stabilized with hexitol, with 75 mg. magnesium hydroxide. 


. Neutralizes acid faster (quicker relief) 
2. Neutralizes more acid (greater relief) | 
8. Neutralizes acid longer (more lasting relief) 
0 constipation - No acid rebound 
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a new high in effectiveness 


and palatability 


> 


> 


‘Reig with 10 leading antacid tablets! 


Leche} 


fon \on oF 
| HEXITOL 


n is at least | and averages less than 6. X is 2 cation. 


now 
CREAMALIN 


1 Do antacids have to taste 


iblets 


Tablets were powdered and suspended in distilled water *Hinkel, E. T., dr. 
in a constant temperature container (37° C) equipped aluminum hydroxide complex for gastric 
with mechanical stirrer and pH electrodes. Hydrochloric 

acid was added as needed to maintain pH at 3.5. Volume of 

acid required was recorded at frequent intervals for one hour. 


L.: A new highly reactive 
hyperacidity. To be published. 


= 


like chalk? 


No chalky taste. New CREAMALIN tablets 
are not chalky, gritty, rough or dry. They 
are highly palatable, soft, smooth, easy to 


chew, mint flavored. 


« NO ACID) REBOUND « NO CONSTIPATION 
NO SYSTEMIC EFFECT 


Adult Dosage: Gastric hyperacidity: 2 to 4 tablets 
as necessary. Peptic ulcer or gastritis: 2 to 4 tablets 
every two to four hours. Tablets may be chewed, 
swallowed with water or milk, or allowed to dis- 
solve in the mouth. 


Supplied: Bottles of 50, 100, 200 and 1000. 


LABORATORIES - NEW YORK 18, NEW YORK 
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Physicians’ and Surgeons’ 


PROFESSIONAL 
Liability Insurance 


Provides Complete Malpractice Protection, 
Avoids Unpleasant Situations By Immediate 
Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


J. A. Montgomery, Inc. 
DuPont Bidg. 10th & Orange Sts. 
87 Years of Dependable Service 
Phone Wilmington OL 8-647] 


If it’s insurable we can insure it 


JUNE, 1959 


Todays Health 


PUBLISH Tre 


American Medical \ssociation 


<4 Good Buy in 
Dublic Relations 


*¥ Place it in your reception room 


Today’s Health is published for 
the American Family by the 
American Medical Association, 535 
N. Dearborn St.—Chicago 10, Illinois 


Give your subscription order to a member of 


your local Medical Society Woman’s Auxiliary, 


who can give you Special Reduced Rates. 


A. M. E. F. ? 


Have You Sent Your Gift To The 
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in surgical and obstetrical procedures 


where apprehension mcreases tension... 
patients respond well to 


VISTARI 


EFFECTIVENESS AND SAFETY Vistaril establishes relaxed indifference to pre- 
operative preparation without serious hypotensive effects. 


hydroxyzine pamoate 


PSYCHOTHERAPEUTIC POTENCY Vistaril makes possible the maintenance of an 
adequate degree of narcosis with reduced doses of narcotics. 

Vistaril relieves tension and controls emesis in both postoperative and postpartum 
patients. 


Recommended Oral Dosage: up to 400 mg. daily in divided doses. 
Recommended Parenteral Dosage: 25-50 mg. (1-2 cc.) I. M., q. 4 h., p.r.n. 


Vistaril is supplied in 25 mg., 50 mg., and 100 mg. capsules. The parenteral 
solution is available in 10-cc. vials and 2-cc. Steraject® cartridges; each cc. 
contains 25 mg. hydroxyzine (as the HCl). 


E> Science for the world’s well-being 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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‘in very special cases 


CKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 
FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


900 Orange Street 
513 Market Street 723 Market Street 
Fairfax 3002 Concord Pike 
Manor Park DuPont Highway 
Merchandise Mart Gov. Printz Blvd. 


a very superior brandy... 


| specify 


COGNAC BRANDY 
84 Proof Schieffelin & Co., New York 


he deserves 


GEVRAL 


Vitamin-Mineral Suppiement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 
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To the relief of musculoskeletal pain, 


hew M | 


(DAPRIN 


adds restoration of function 


Analgesics offer temporary relief of musculo- 
skeletal pain, but they merely mask pain rather 
than getting at its cause. New Medaprin, in 
addition to bringing about prompt subjective 
improvement, promotes the restoration of normal 
function by suppressing the inflammation that 
causes the pain. 


Medaprin, Upjohn’s new analgesic-steroid com- 
bination, contains aspirin plus Medrol,** the 
corticosteroid with the best therapeutic ratio in 
the steroid field.* Instead of suffering recurrent 
discomfort because of the “wearing off” of 
analgesics, the patient on Medaprin experiences 
a smooth, extended relief and more normal 
mobility. 


Indications: Medaprin is indicated in mild-to- 
moderate rheumatic and musculoskeletal condi- 


tions, including rheumatoid arthritis, deltoid 
bursitis, low back pain, neuralgia, synovitis, 
fibromyositis, osteoarthritis, low back sprain, 
traumatic wrist, sciatica, and “tennis elbow.” 


Dosage: The recommended dosage is | tablet 
q.i.d. The usual cautions and contraindications 
of corticotherapy should be observed. 
Supplied: In bottles of 100 and 500. 
Formula: Each Medaprin tablet contains 
@ 300 mg. acetylsalicylic acid, for prompt 
relief of pain 
© 1 mg. Medrol, to suppress the causative 
inflammation 
@ 200 mg. calcium carbonate, as buffer 


se 
TRADEMARK, REG. U.S. PAT. OFF. METHYLPREONISOLONE, UPJOHN 


tratio OF DESIRED EFFECTS TO UNDESIRED EFFECTS 
Upjohn 


TRADEMAR® 


The any, Kalamazoo, M 
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A meal of even the most colorful and the most 
meticulously prepared food can be dreary eating without salt. 


Neocurtasal, for the patient on a low-sodium diet, brings 
back flavor to foods — makes eating a pleasure once more. 


® 
N ria a Contains potassium chloride, 


potassium glutamate, 


An excellent salt replacement glutamic acid, calcium 


silicate, potassium 
for 


iodide (0.01%). 
“Salt-Free” (Low Sodium) Diets 


2 oz. shakers and 


Assures patient’s 8 os. bottles 
A cooperation 
Sld Only Through Draguors 
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promptly, 
effectively 
with 


Prompt and more dependable control of DONNAGEL: In each 30 cc. (1 fl. o7.): 
virtually all diarrheas can be achieved with the Pectin (2 86.) .cccccccesesseeee 142.8 mg. 
Hyoscyamine sulfate ........0.1037 mg. 
comprehensive DONNAGEL formula, which pro- Atropine sulfate ................0.0194 mg. 
Hyoscine hydrobromide ....0.0065 mg. 


vides adsorbent, demulcent, antispasmodic and 


sedative effects— with or without an antibiotic. 


Early re-establishment of normal bowel Same formula, plus 
Neomycin sulfate ............... 300 mg. 


function is assured —for all ages, in all seasons. (Equal to neomycin base, 210 mg.) 


A. H. ROBINS Co., INC., Richmond 20, Virginia * Ethical Pharmaceuticals of Merit siace 1878 
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If they need nutritional support... 


they deserve 


GEVRAL 


Vitamin- Mineral Supplement cederie 


CAPSULES —14 VITAMINS—11 MINERALS 


LEDERLE LABORATORIES, a Division of 
AMERICAN CYANAMID COMPANY, Pearl River, New York 


| ’ TAFTON, PIKE COUNTY, PA. 
50 individual cozy cottages, some 
. with light housekeeping, on Fairview 


Lake in the Pocono Mts (Altitude 
1600 ft.) Ideal naturally wooded setting. 
Dually Dany Secluded, safe, perfect for the whole family. 
Children's activities, sandy beach. 
Fence 1900 Centrally heated SKY LAKE LODGE 
ROUND-THE-CLOCK ACTIVITIES FOR ALL AGES 


Sailing, Fishing, Aquaolaning, all Sports 
FAMOUS FOR FINE FOOD—COMPLETE ENTERTAINMENT 


ae f For booklet write or telephone: 
GOLDEN GUERNSEY MILK ee LENAPE VILLAGE, Tofton, Po. 


Hawley 4596 


Wilmington, Del. Phone 6-8225 


ICE CREAM 
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the first /antifungal 


antibiotic for ringworm 


* BLOOMFIELD, NEW JERSEY 


SOOTL ay 
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Each ANTIvERT tablet contains: 

-Meclizine (12.5 mg.)—most effective anti- 
histaminic to control vestibular dysfunc- 
tion. 

‘Nicotinic acid (50 mg.) —the drug of choice 
for prompt vasodilation. 


Advantage of ‘‘dual therapy” confirmed: 


Menger found ANTIVERT “improved or con- 
trolled symptoms in virtually 90° of ver- 
tiginous patients.’ 


Indications: Meniere’s syndrome, arteriosclerotic 
vertigo, labyrinthitis, and streptomycin toxicity. Also 
effective in recurrent headache, including migraine. 
Dosage: one tablet before each meal. 

Supplied: bottles of 100 blue-and-white scored tab- 
lets. Prescription only. 


References: 1. Charles, C. M.: Geriatrics 2:110 (March) 
1956. 2. Menger, H. C.: Clin. Med. 4:313 (March) 1957. 
3. Shuster, B. H.: M. Clin. North America 40: 1787 
(Nov.) 1956. 

Division, Chas. Pfizer & Co., Inc. 

New York 17, N. Y. 
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TRIAMINIC provides around-the- 
clock freedom from hay fever and 
other allergic respiratory symp- 
toms with just one tablet q. 6-8 h. 
because of the special timed- 
rclease design. 


Each TRIAMINIC timed-release 
Phenylpropanolamine HCl. 
Pheniramine maleate........... 


Triaminic provides more effective therapy in 
respiratory allergies because it combines two 
antihistamines” with a decongestant. 


These antihistamines block the effect of histamine on the nasal 
and paranasal capillaries, preventing dilation and exudation.* 
This is not enough; by the time the physician is called on to 
provide relief, histamine damage is usually present and should 
be counteracted. 


The decongestive action of orally active phenylpropanolamine 
helps contract the engorged capillaries, reducing congestion 
and bringing prompt relief from nasal stuffiness, rhinorrhea, 
sneezing and sinusitis.*:5 


TRIAMINIC Is Orally administered, systemically distributed and 
reaches all respiratory membranes, avoiding nose drop addic- 
tion and rebound congestion.®.7 TRIAMINIC can be prescribed 
for prompt relief in summer allergies, including hay fever. 
References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. 350 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 


1958. 6. Lhotka, F. M.: Llinois M.J. 112:259 (Dec.) 1957. 7. Farmer, D. F.: Clin, 
Med. 5:1183 (Sept.) 1958. 


® 
Also avatlable: TRIAMINIC SYRUP for those 
patients of all ages who prefer a liquid 
medication. Each 5 ml. teaspoontul ts 


equivalent to 14 Triaminic Tablet or 14 
Triaminic Juvelet. TRIAMINIC JUVELETS 


tablet provides: provide half the dosage of the Triaminic 
wae ms. Tablet with the same timed-release action 
mg, 


25 mg. for prompt and prolonged relief. 


Pyrilamine maleate 


running noses . a. and open stuffed noses arally 


SMITH-DORSEY ° a division of ‘he Wander Company ¢ Lincoln, Nebraska ¢ Peterborough, Canada 
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The results of administering Delalutin before the 12th week of gestation to 82 women with 
habitual abortion were reported recently by Reifenstein.! Every patient had experienced 

at least three consecutive abortions immediately preceding the treated pregnancy. More than 68% 
of these women were delivered successfully and uneventfully following Delalutin therapy. 


Boschann,? in a study of pregnancies with threatened abortion, found that: 
37% of 73 pregnancies were carried to term without progestational therapy 
64% of 42 pregnancies were salvaged by progesterone 
83% of 73 pregnancies were salvaged by Delalutin 


Eichner,® found that with Delalutin fetal salvage of infants below term weight (1000 to 
2000 gm.) was significantly improved. 
108 (76% ) of 142 babies of this birth weight survived without progestational therapy. 
16 (100% ) of 16 babies of this birth weight survived with Delalutin therapy. 
A comparison study was made of a group of repeated aborters treated with Delalutin, and a 
group with a similar history treated with bed rest and sedation.* Pregnancy salvage 
with Delalutin was twice that of the control group. Delalutin was found to be “highly active,” 
well-tolerated and long-acting. 
Delalutin offers these advantages over other progestational agents: 
¢ longer-acting and more sustained therapy 
¢ more effective in producing and maintaining a completely matured secretory 
endometrium 
no androgenic effect 
* more concentrated solution requires injection of less vehicle 
unusually well-tolerated, even in large doses 
requires fewer injections 
¢ low viscosity makes administration easier 


DELALUTIN is also potent and safe therapy for: threatened abortion; post- 
partum after-pains; amenorrhea, primary and secondary ; dysfunctional uterine 
bleeding not associated with genital malignancy; infertility with inadequate 
corpus luteum function; production of secretory endometrium and desquama- 
tion during estrogen therapy; premenstrual tension; dysmenorrhea; cyclomas- 
topathy, mastodynia, adenosis and chronic cystic mastitis. 


Administration and Dosage: Because of its low viscosity, Delalutin may be 
administered with a small gauge needle (deep intragluteal injection). Complete 
information on administration and dosage is supplied in the package insert. 


Supply: Delalutin is available in vials of 2 and 10 cc., each cc. containing 125 
mg. of hydroxyprogesterone caproate in sesame oil, and benzyl benzoate. 


References: 1. Reifenstein, E. C., Jr.: Annals N. Y. Acad. Sci. 71:762 (July 30) 1958. 2. Boschann, 
H-W.: sbid., p. 727. 3. Eichner, E.: ibid., p. 787. 4. Hodgkinson, C. P.; Igna, E. J., and Bukeavich, 
A. P.: Am. J. Obst. and Gyn. 76:279, 1958. 


Squibb Quality—the Priceless Ingredient 


“Delaiutin’® is a Squibb trademark 
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pertension 


Veratrite’ 


Prescribed with confidence 8,863,769 times Veratrite continues — Each VERATRITE tabule contains: 

to be the antihypertensive of choice for treating geriatric patients, _ “ty tenamine (tannates) 40 C.S.R.* Units 

Veratrite effectively reduces blood pressure through action 
P 8 Phenobarbital................. “er 


on the sympathetic nervous system, without detriment to the *Carotid Sinus Retiex 


cardiac output. 


IRWIN, NEISLER &€ CO. + DECATUR, ILLINOIS 
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.. they deserve 


GEVRAL 


Vitamin-Minerai Supplement Lederie 


CAPSULES—14 VITAMINS—11 MINERALS 


Each capsule contains: 
Vitamin 5,000 U.S.P. Units 
Vitamin Bis with AUTRINIC® 

intrinsic Factor Concentrate . . 1/15 U.S.P. Oral Unit 
Thiamine Mononitrate(B,). ........ 5 mg. 
Choline Bitartrate. . 50 mg. 
50 mg. 
Vitamin E (as tocopheryl acetates). ..... 10 1.U. 
I-Lysine Monohydrochloride ........ 25 mg. 
lron (as Fumarate) ..... 10 mg. 
Phosphorus (as CaHP0Q,). ......... 122 mg. 
Boron (as . 0.1 mg. 
Copper (as CuO 0) 1 mg. 
Manganese (as 1 mg. 
Magnesium (as MgO) ........2426-s 1 mg. 
Potassium (as K2SQ4) . . 5 mg. 
0.5 mg. 


LEDERLE LABORATORIES, a Division of AMERICAN 
CYANAMID COMPANY, Pearl River, New York 


JOHN G. MERKEL 
& SONS 


Physicians — Hospital — 
Laboratory — Invalid Supplies 


PHONE OL 4-8818 


801 N. Union Street 


Wilmington, Delaware 


PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENTS & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 
Since 1902 


Handsome Professional Appointment 
Book sent to you FREE upon request. 
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Each of us wants peace for hisown precious reasons. 


But peace costs money. Money for strength to Lo rindenernchdaaia 
HOW YOU CAN REACH YOUR SAVINGS GOAL 


keep the peace. Money for science and education 
tomake peace lasting. And moneysavedbyindivid- [iia (in just 8 years, 11 months) 

uals to keep our economy strong. Each Bond you 52.500 | $5,000 |$10,000 
buy helps provide this money—helps strengthen 
America’s Peace Power. Are you buying enough? — we | $4.75 | $9.50 | $18.75 


HELP STRENGTHEN AMERICA’S PEACE POWER 


BUY U.S. SAVINGS BONDS 


The U.S. Government does not pay for this advertising. The Treasury Department thanks; 
for their patriotic donation, The Advertising Council and this magazine. 
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JUNE, 1959 DELAWARE STATE MEDICAL JOURNAL li 
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Because 
RAUWILOID provides effective Rauwolfia 


action virtually free from serious side effects 
... the smooth therapeutic efficacy of Rauwiloid 
is associated with a lower incidence of certain 


When more potent drugs are unwanted side effects than is reserpine...and 
needed, prescribe one of the con- 
venient single-tablet combinations with a lower incidence of depression. Toler- 
Rauwiloid® + Veriloid® ance does not develop. 
alseroxylon 1 mg. and alkavervir 3 mg. 
a RAUWILOID can be initial therapy for most 
Rauwiloid’ + Hexamethonium hypertensive patients... Dosage adjustment is 
alseroxylon 1 mg. and hexamethonium 
chloride dihydrate 250 mg. rarely a problem. 
Many patients with severe hypertension can be main- , 
tained on Rauwiloid alone after desired blood pres- 
sure levels are reached with combination medication. Northridge, California 
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“Doctor, | get so mad at everyone when | diet.” 


‘Dexamyl’ Spansule capsules provide single-dose daylong appetite con- 
trol and an often remarkable mood improvement. A feeling of serene 
optimism frequently replaces the tension and irritability so characteristic 
of the dieting patient. 


When your overweight patient is listless and lethargic, ‘Dexedrine’ 
Spansule capsules will, in addition to curbing appetite, provide gentle 
stimulation. 


DEXA MYL* for most overweight patients 


(‘Dexedrine’ plus amobarbital) 


Tablets + Elixir « Spansule* sustained release capsules 


In listless and lethargic overweight patients—DEXEDRINEt 


WG SMITH KLINE & FRENCH LABORATORIES 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 


